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ACUTE LOBAR PNEUMONIA.® 
By F. C. SHatruck, M.D., Boston, 
AND 


C. H. LAWRENCE, M.D., Boston. 


In 1889 Coolidge and Townsend published an 
analysis of 1000 consecutive cases of lobar pneu- 
monia, comprising all those treated at the Mass- 
achusetts General Hospital, from 1822 to that 
date. This paper presents an analysis of all 
eases of lobar pneumonia treated at the same 
hospital from 1889 to 1917, and a comparison of 
statistics with those obtained from the earlier 
material. 

Our series, as compared with Coolidge and 
Townsend’s, may be said to represent the results 
of the new régime in medicine as contrasted with 
the old. Until near the end of the period cov- 
ered by the former paper, treatment was 
heroic, and the fresh air and cold air methods 
had not been introduced. Living conditions, 


especially those influencing the respiratory tract, . 


were extremely different—crowded trolley cars, 
factories and tenements; steam heat and poor’ 
ventilation, were not the prominent factors in 
the spread of respiratory infections that they 
have since become. 

Even the nationality of the hospital class has 
changed markedly since 1889. Immigration 
had not then reached the great heights it at- 


by Coolidge and Townsend in 


tained prior to the outbreak of the present war, 
nor were so many different nationalities repre- 
sented by the incoming aliens. 

It is our purpose, in this paper, to determine 
what the effect of all these changes has been 
upon pneumonia as seen at the Massachusetts 
General Hospital, by comparing our findings 
with those of Townsend and Coolidge, and to 
bring their work down to the present time. 

From the hospital records for the twenty- 
eight years between the dates mentioned above, 
we have collected 3,291 cases of lobar pneu- 
monia, while in the sixty-seven years covered by 
the other paper the total was exactly one thou- 
sand cases. These figures immediately suggest 
that pneumonia is actually increasing in in- 
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cidence, but it must be remembered that the 
total number of medical cases admitted to the 
hospital, and its capacity have greatly increased. 
The preceding table shows the number of med- 
ical cases admitted to the hospital each year, the 
number of cases of pneumonia admitted each 
year, and the number of deaths among the lat- 
ter during the past twenty-eight years. 

The ratio of pneumonia cases to total medical 
eases is shown graphically in Chart I. 


Cuart I, 


| Fercentage of cases of Freumonia te tetal Medical Cases. By Years. 


A study of this chart indicates that there has 
been no very marked change in the yearly in- 
cidence of pneumonia, and shows further, that 
the number of cases in any one year is subject 
to marked fluctuation. From 1900 to 1910 the 
average number of cases was higher than in the 
previous decade; in the seven years since 1910, 


Cu art Il, 
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PERCENTAGE OF CASES OF PNEUMONIA TO TOTAL MEDICAL CASBS. IW DECADES. 


the average number has again fallen. Refer- 
ence to Chart IT, however, indicates that there 
has been an actual increase in the number of 
eases of pneumonia, as compared to the number 
of total medical cases, during the past five dec- 
ades. In the 1870-1879 period the ratio was 
2+-, which was not materially different from the 
preceding periods. Thence it rose _ steadily, 
reaching the figure of 7-+ between 1900 and 
1909, and falling only to 6+ during the last 
seven years. 

It is possible that a fraction of this increase 
in the incidence of pneumonia, may be due to 
an inereased use of the hospital for the treat- 
ment of that disease -as compared with others. 
The percentage of tenement dwellers is con- 
stantly increasing, and pneumonia is a disease 
not advantageously treated in the crowded quar- 
ters from which the majority of the hospital pa- 


tients come. Further, that class is gradually be- 
coming less averse to going to a hospital, so that 
it seems possible that an increasing percentage 
of pneumonia, as compared with other medical 
diseases, is being sent to the hospital for treat- 
ment. It does not seem probable, however, that 
this is enough to account for the whole increase 
mentioned above. Nor can it be laid to in- 
creased efficiency in diagnosis. Lobar pneu- 
monia is usually not difficult to recognize, and 
was probably diagnosed as accurately in 1870 as 
it is today. It must be concluded, therefore, 
that there is a definite, though not remarkable, 
increase in the disease, for which no definite ex- 
planation appears. Changed conditions of hous- 
ing, and overcrowded stores, workshops and 
street cars are probably contributing factors. 
Of even greater interest is the question of mor- 
tality. Chart III gives the percentage of mor- 
tality from pneumonia by years, from 1889 to 


Percentage of Deatrs Preumoma, te all cases of Prewmona. Dy Years 


1917. It will be seen that there are marked 
variations in the yearly mortality rate, the high- 
est being almost 40% in 1896, the lowest about 
16% in 1906. In general, the trend is slightly 
downward—at no time during the past five years 
has the rate reached a point as high as was main- 
tained during the first five years of the period 
under consideration. During the past five 
years, however, the hospital has opened a special 
medical department for children, with a result- 
ant increase in the number of cases of pneu- 
monia during the period of life when the mortal- 
ity is low, and this factor must be considered in 
accounting for the general decrease in mortality 
during that time. 

If the yearly mortality rates are collected by 
decades, and the results thus obtained compared 
with those given in Coolidge and Townsend’s 
figures for the period 1822 to 1889, it will be 
seen that there has been a fairly steady increase 
in the mortality rate from pneumonia during the 
past ninety-five years. The rise, however, tends 
to diminish as time goes on. 

Coolidge and Townsend noted this increase 
from decade to decade in 1889, and in an at- 
tempt to explain it, analyzed each case, noting 
the age, sex, race, previous health, temperance 
or intemperance in the use of aleohol, and also 
the presence or absence of complications. They 
further noted the month of the year in which 
each case occurred, the site of the lesion in the 
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Chart 


1930 i470 


1422 


lung, and the duration of fever till death or re- 
covery. 

A similar analysis of this series of cases has 
been made, for the purpose of explaining, if pos- 
sible, differences in the two groups. Each factor 
will be considered in the same order as that used 
by Coolidge and Townsend. Chart V gives the 
total number of eases of pneumonia in each 
month during the years 1889-1916 inclusive. 


CHart V. 


+4 


men 


There is no significant difference between the 
curve shown here and that plotted by the pre- 
vious writers. In their chart, the highest point 
was reached in April instead of March, and the 
lowest in July instead of August, but the dif- 
ferences in each case are insignificant. It is our 
experience, as it was theirs, that the percentage 
of mortality by months is too irregular to be of 
any value in explaining the general mortality. 
The site of lung involvement shows no par- 
ticular change during the past ninety-five years. 
Our table contains combinations of lobes not 
mentioned by Coolidge and Townsend, such as 
right upper and middle, and right lower and 
middle lobes, and for these we are largely be- 
holden to the roentgen ray. But the relation 
of right to left sided involvement, and the per- 
centage of cases in which both lungs were in- 


volved, show similar figures. Our figures for 
relative frequency of right and left sided in- 
volvement are: right, 56.2% ; left, 36.4%. Their 
corresponding figures are: right, 63.9%; left, 
34.8%. Our figures show a slightly diminished 
incidence of double pneumonia, but the differ- 
ence is only 4.3%. 


TABLE IT, 
of Lung in 94? 
Susber of Cases of Totel.D1e¢ Gortelity 

Left lobe oe 7.2 ee 
Right lower love 236 2.6 %.0° 
Right upper lobe 1.7 
Both lunge 0 7.4 as e2.3° 
Chtire right lune ov 7.4 
Right lower and ai*dle Lobes ee 6.6 
Left upper lobe se 3.7 
fotire left lug 3e 3.3 17 $3.1 ° 

Biddle 3.2 16.3 
Bight upper end middle lobes 19 2.0 36.8 ° 
Right upper end bower lobes 1s 1.8 
Total casee right eided involvement 60.2 
Total cases left ei4e4 involvesent 36.4 


Mortality, as affected by the site of the lesion, 
shows but little difference in the two series. The 
mortality for involvement of the right side is 
slightly greater in our series than in theirs. 

Although the site of lung involvement is no 
aid in explaining changing mortality, it pre- 
sents two interesting points for consideration. 
First, the right side is involved twenty per cent. 
more often than the left. That this may be due 
to anatomical factors is suggested by the facts 
that the right lung is also more frequently in- 
volved in tuberculosis, and that effusions into 
the pleural cavity are more often right than 
left sided. The difference in blood and lymph 
circulation to the two sides perhaps accounts for 
the effusions, while the straighter right bronchus 
may make infection of the right lung easier than 
the left. 

It is likewise interesting that though the right 
lung is so much more frequently involved, the 
death rate for the two sides is practically the 
same. The reasons for this seem more apparent. 
Involvement of the left lung imposes a greater 
mechanical embarrassment upon the heart by 
reason of the solidification so near it. Moreover, 
analysis of eases collected during the past five 
years shows that pericarditis, a complication 
with high mortality, occurs much more frequent- 
ly in left than right sided pneumonia. In our 
series, 70% of the pericarditis was associated 
with left sided lesions. 

The time at which death is most likely to oc- 
eur during the disease has varied little since 
1822. Coolidge and Townsend found that more 
deaths oceurred during the eighth day than any 
other; in our series the seventh showed the high- 
est figure, but difference between that and the 
eighth is slight and is insignificant when the dif- 
ficulty in many cases of accurately determining 
the onset of the disease is considered. 

The duration of fever in the cases that recov- 
ered showed the same variation, as may be seen 
from the table. Again the differences are in- 
significant. Termination by lysis or crisis was 
noted in 266 of our cases. Of these 192 ended 


by crisis, 74 by lysis. Coolidge and Townsend’s 
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Taste III. Coolidge and Townsend found the mortality 
oa the same in the two sexes. Our figures show a 
against 26.8% in females. Here again alcoho 
tay ev perhaps arteriosclerosis, will explain the dif- 
sre ° 2.0 
an 16 6.0 Cuart VI 
stn 28 10.0 
° 
4.8 10 ‘ Different 
istn - 0.8 ? 3 Rees. 
14th * 1 0.4 
3rd 17 6.e 3 
4th week 6 2.4 7 3 
figures for 212 cases were: Crisis 128, lysis 84. ee Fs 
No definite conclusion can be drawn from these 
small series. 
TasBLe IV 
Duration of Pevor 
1089-1917 1822-1669 
So. of Cacce Porcont. Bo. of Cases Percent 
2 daye ° 
- «(822 te 1989 1889 te 1917, thas ome 
8° 36 a 4 a The factor of age in determining the mortality 
7h oe 18.0 176 17.7 from pneumonia is more important than any 
e° eo 17.3 119 = other. As shown by Chart VI, the mortality, 
12.0 after the first ten years, increases markedly with 
—-" po 9 Py 7.0 each decade up to the seventh, when it becomes 
about stationary. In our own series, the mortal- 
2 2 2.1 ze 3.9 ity is slightly higher in the first decade than the 
second. In the cases from 1822 to 1889 the op- 
—- ‘ 0.7 8 0.7 posite was the case. This is probably due to the 
we 6 0.8 ® - increased admission to the hospital of children 
of the poor, among whom general nutrition is 
2° 3 0.8 on not good. Coolidge and Townsend’s figures are 
OVER 21 a3 2.6 


Coolidee Townsend. 


An analysis as regards relative incidence in 
males and females, shows that the former are 
much more prone to the disease. Nearly 68% 
of our cases were in males. In the former series, 
72% of all cases occurred in men, and this ratio 
seems to hold in British private practice. The 
greater exposure of males to cold, wet, and ex- 
treme fatigue, their greater tendency to alcoholic 
excess and the greater frequency with which 
men are sent to the hospital, would account for 
the difference. 


TABLE V, 
men. 


No. of Cases Died 4 
May 1, 1889 to 


based on ten cases, of which one died. Our series 
comprises 476 cases, showing the great relative 
increase in patients under ten. Of those who 
died in the children’s medical department (these. 
figures are based on 60 cases collected since that 
department opened) 88% were under one year 
old, an additional 8.7% were poorly nourished. 
Subtracting these cases we should find the mor- 
tality for the first decade 3.3%, and the mortal- 
ity ~~ would be a straight line from beginning 
to end. 

Our figures agree with those of the previous 
writers until the sixth decade is reached. At 
this point, theirs fall abruptly, while ours con- 
tinue upward. The authors of the previous 
paper explain the break in their line by the 
statement that 60% of their patients in that dec- 
ade showed neither complication nor intemper- 
ance, and further state that a similar chart, 
based on 412 cases m their more recent years, 
did not show the break. It is to be concluded, 
then, that there is not a diminished mortality 
from pneumonia in the sixth decade, but the re- 
verse. Indeed it will be seen that the increase 


Jan 1, 1900 181. 31.4 186 
Jan 1, 1900 to 
* Jen. 1, 1020, 938 238 28.3 1000s 84.2 
Jan. 1, 19120 to 

Jan. 1, 1917 636 le 261 
Totel 
“ey. 1, 1689 to 

Jon. 1, 1917, 633 30.7 26.8 


in mortality is greater than for any other decade. 
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TABLE VI. 
Say 1 1889 to Jan. 1, 1917. 


hee of Patient No Cases of Total No. Died Mortal,%. 


Unter 10 yeare a76 13.5 66 13.6 
wtew ° 329 11.8 33 9.1 
626 22.6 116 18.3 
680 20.8 169 29.1 
431 14.0 184 38.6 
eo *@ ° 202 10.4 145 49.6 
eo 100 2.7 72 72. 

Over 70 * 49 1.4 34 70.8 

Total 2892 


Is there an explanation for this marked in- 
crease? We feel that it lies to some extent, at 
least, in the development of arteriosclerosis as a 
prominent factor in man’s existence at about 
that time. It is true, of course, that arterio- 
sclerosis is a process of insidious onset and grad- 
ual development, but it is equally true that its 
effects are most marked after sixty. To deter- 
mine its effect upon the course of pneumonia, 
we analyzed the cases during the past five years. 
Ten cases of pneumonia were found which 
showed well marked arteriosclerosis, according 
to the records. Of these eight, or eighty per 
cent., died. It seemed fair to believe, therefore, 
that it is an important factor in the greatly in- 
creased mortality of the sixth decade; and in 
default of other explanation, the alleged in- 
creasing incidence of arteriosclerosis in the com- 
munity may be advanced as one factor contri- 
buting to the increasing death rate from pneu- 
monia. It is probably less important in hospital 
patients than in private practice. 


Cuart VII. 
Age Years 
3s 
a4 
33 
32 
3o 
aq 
2s 
27 
26 
2s 


Average Age of cases of Preumonia 11 @ach Decade. 


Since age is so important a factor, our cases 
were plotted according to their average age, by 
years and by decades. No positive conclusions 
can be drawn from this chart. There has been 
a Steady decline in the average age of patients 
admitted since 1889. This is partly due to the 
increasing number of children admitted. The 
table furnishes no explanation of the increasing 
death rate. 

This conclusion is opposed to that of Coolidge 
and Townsend, who found an increasing age 
average from decade to decade, and who believed 


it an important factor in accounting for the in- 
creasing mortality. 

The effect of previous health and temperance 
of the individual is noted in Table VII. The 
interesting conclusion to be drawn from this 


Tarte VIT. 


Influence of Previous Health & Babit. 


No. of Caeee Died Patal Percent 
Delicate 88 38.0 
2. Neolthy 4 Intexperste 189° 60 37.7 
3. Noalthy & Temperate 348 ne 23.0 
4. Healthy 141 32 19.8 
5. .Intesperate ts 2° 82.7" 
Nealthy (344) B26 116 22.0 
Inteap. (2¢8) me 89 41.5 


table is that intemperance in the use of alcohol 
increases the mortality among otherwise healthy 
individuals until it practically equals that 
among those of delicate health. That increasing 
intemperance cannot be advanced as an explan- 
ation of the increasing death rate, is shown by 
the fact that Coolidge and Townsend found 109 
intemperate patients in their series, while in 
ours, comprising three times as many individ- 
uals, only 214 were noted. The evidence af- 
forded by these figures is, of course, not very 
definite, since the possibility of error is great. 
There is, however, no ground for believing al- 
coholism to be on the increase among the patients 
studied. Our mortality figures as influenced by 
previous health and temperance are essentially 
the same as those of Coolidge and Townsend. 


Tante 
Piecese Cosee of Total Pumber Died Kortel.g 
Lepyeus lou 3.2 29.0 
Aleonclice 70 2.2 ry) 
Aeute Fibrinove Pericertitic t0 1.7 27 
Pleuriey vith Bffueton 40 1.2 10 

Pericertitioc Effusion ow 1.6 
Jeuniiee 33 1.0 06.8 
heute arthritic 1 0.60 20.8 
Aoute Endocertitic 0.0 18 
Avecese of Lure iz 0.0 ? 8 
Diletetion of Reart 10 0.33 210 «300.0 
Puleorary Tubereuloeie 1 20.3 
Beninsitic 0.8 100.0 
Poet-fevrile Insanity 0.80 
Acute Bopmritic 0.18 
Preapothores 0.08 oe. 
Pyegreunct 2 0.08 100.0 
@rensrene of Luna i 0.06 100.0 
Suddiepmrecestio Adecese a 0.06 0.0 
Bo. Cases. Died Mortal 

Totel Re. Cases 1, 1689 to Jen. 1, 1017) 8107 88.8 
Be. Cases with Craplicetion, Acute and Chronte ase 
Uncospliceted Cacee en 1.6 


21.7% of 3167 casos had complications, ecute and chronic. 


The frequency with which various complica- 
tions of pneumonia occur, and their effect upon 
the outcome of the disease, is shown in Table 
VIII. The list does not comprise all complica- 
tions found. For the sake of conciseness, those 
complications which had or might be expected 
to have no influence upon the course of the dis- 
ease, have been omitted from the table. All 
complications, however, were used for purposes 


of obtaining the final figures. 
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It is extremely hard to compare our table with 
that compiled by Townsend and Coolidge. In 
their series of 1000 cases, empyema was noted 
six times, with a mortality of 50%. In our 
series of 3000 cases, empyema occurred 100 
times with a mortality of 29%. Endocarditis, 
found 17 times in our series, is not mentioned in 
theirs. The total figures show, however, that 
16.1% of their cases had complications, acute 
or chronic, against 21.7% in our series. Prob- 
ably some at least of this increase must be as- 
eribed to increased accuracy of the hospital 
records, as it is hard to believe that such com- 
plications as endocarditis, jaundice, and otitis 
media did not oceur before 1889. The mortality 
in our series of complicated cases was 43.4% ; in 
the former series, 36.6%. It would be unsafe, 
however, to ascribe to this factor the increased 
mortality from pneumonia, for refinements in 
diagnosis, both ante and post mortem, have un- 
doubtedly swelled our list of complications, 
while the mortality rate for almost all the com- 
plications which can be compared in the two 
periods has diminished since 1889. 

In 641 cases of pneumonia in the last five 
years of our series, forty-two, or 6.5%, had had 
previous attacks of the same illness. Of these, 
fourteen, or 33 1-3%, died. Thirty-six of the 
series had had one previous attack; ten of these 
died. Three had had two previous attacks; two 
of these died. Two patients had had three, and 
two, four previous attacks. There was no mor- 
tality in these two groups. None of these cases 
happened to be complicated, delicate, or alcohol- 
ic. It appears, therefore, that previous attacks 
of pneumonia slightly raise the mortality rate, 
but our series is too small to be more than sug- 
gestive. 

TaBLe IX, 


Mey 1, 1889 to Jan. 1, 1917. (Inclusive). 


No. Cases. Patel. Petal. 
awericene (Includ. Cane@iene & Colored) 1610 426 26.4 
Irish 409 173 34.6 
Cther Foreigners 779 170 21.8 
Rot Recorded 39 26 66.6 
998 28 26.1 
Included Italien: 280 68 18.68 
in Jews 21) 18.9 
Other Foreigners® Gersane 3e 13 34.2 
Suede 40 10 26.0 
Seoteh 22 6 22.7 
Cenadiane (born abread) 188 29.3 
Colored 42 17 40.4 
Prom May 1, 21900 to Jan. 1, 1917. 
Agericens (€xclud. Qaneatiane & Coloret) 1038 


The influence or race upon mortality remains 
to be considered. In our series, 35.3% of the 
patients were born in the United States, and 
this class of patients showed a death rate of 
24%. Seventeen per cent. were Irish, with a 
death rate of 34.6%. Fifty-one per cent. were 
classed as ‘‘other foreigners’’ with a mortality 
of 21.8%. In Coolidge and Townsend’s series, 
46.3% were Americans, with a mortality rate of 
22% ; 37.1% were Irish, with a mortality rate 
of 25% ; 11.9% were classed as ‘‘other foreign- 
ers’’ with a mortality rate of 30%. Since 1889, 


therefore, the mortality rate among Americans 
has increased 2%, among the Irish 9.6%, and 
among ‘‘other foreigners’’ it has diminished 
8.2%. The relative number of Irish admitted 
has diminished markedly, that of ‘‘ other foreign- 
ers’’ has sharply increased. Among these latter 
in our series, the Italians and Jews were the 
most numerous, and had the lowest death rates— 
less than 19%. The former were almost all 
young, vigorous men. The low mortality among 
the Jews is probably another example of their 
racial resistance to pulmonary disease. The in- 
crease in the ‘‘other foreigners’’ group should 
be expected to lower the death rate, and may 
account somewhat for the drop noted during the 
last seven years in Chart III. Apparently, 
however, it has not made its influence felt upon 
the rate calculated by decades, though it may 
explain the slight fall noted during the past two 
such periods. 

It is interesting to note the susceptibility of 
the Irish race to pneumonia as well as to tuber- 
culosis. Malnutrition and alcohol would seem 
to be contributing factors. It may also be in- 
teresting to note the number of different races 
represented among ‘‘other foreigners,’’ some 
twenty-five in all, and collected during the past 
five years, and from the pneumonia patients 
only. 


TABLE X. 
fmpresented omeng Preuncnie in Past Five Yeare. 


americane Seoten Danee 

Canadians volieh 3. americans 

Irieh rvorturese Preneh 

Rueelian Jece Turkien Worweelians 

Itelians Auetrien Indians 

Pinnien Roumaaians 

Grecue areenians 

Corsans syriene Bee South 

Swedee Tote] 2 


To sum up the probable effects on the mortal- 
ity rate of the factors thus far considered, it 
may be said that since 1889, the deaths from 
pneumonia have increased somewhat faster—m 
males than females; that the age of tle patient 
has practically the same effect now that it had 
then; that intemperance as a factor in the mor- 
tality has not increased among the patients in 
our series, and that the relative number of in- 
temperates is smaller in our series than in Cool- 
idge and Townsend’s. The same is true of 
delicate cases, while the relative number of com- 
plicated cases has probably not increased actu- 
ally to any great extent, though more complica- 
tions are noted since 1889 than formerly. 

The death rate by decades for all patients has 
shown practically no rise since 1889. During 
the past seven years there has been a slight de- 
cline, caused probably by the steadily increasing 
numbers of young foreigners among whom the 
death rate is low. 

The increased death rate among the Irish and 
Americans may be due in part to aleohol, 
especially among the former, and in part to the 
more rapid vascular aging of the present day. 
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if age be as important as our tables indicate, 
and if ‘‘a man is as old as his arteries’’ then 
vascular degeneration, which is believed to be in- 
creasing at present, may account for the in- 
ereased death rate from pneumonia in these lat- 
ter decades, as compared with the first half of 
the previous century. The apparent arrest dur- 
ing the past twenty years of the upward trend 
of the mortality curve may be due to treatment, 
or can be explained by the change in the make- 
up of population. 


CONCLUSIONS. 


1. In the four thousand odd cases of lobar 
pneumonia treated at the Massachusetts General 
Hospital, from 1822 to 1917 (inclusive), the 
mortality has gradually increased from 10% in 
the first decade to 28% at the present time. 

2. Since 1881 there has been no significant 
change in the death rate. 

3. The number of cases classed as delicate 
or intemperate has been decreasing during the 
same period. 

4. The apparent increase in complicated 
cases is probably due to increased accuracy of 
diagnosis and recording. 

5. Therelative number of foreign-born pa- 
tients is increasing, the mortality among them 
diminishing. 

6. The death rate among American-born 
patients has increased slightly, as has the mor- 
tality among men as compared to women. This 
may be due to a corresponding increase in vascu- 
lar diseases during the period studied. 

7. The mortality rate for pneumonia in the 
entire series has shown no permanent important 
change. 

8. Treatment has done nothing toward di- 
minishing the mortality from pneumonia in the 
past ninety-five years. Bleeding, purging, fresh 
air—the result has been the same. Of particular 
interest is the evidence offered by our figures 
upon the effect of aleohol. Its habitual use, dur- 
ing health, in more than moderate amounts, is 
shown to diminish the patient’s chances of re- 
eovery. But the mortality rate among those pa- 
tients who were given large amounts of alcohol 
during their illness, is no higher than among 
those given no alcohol and large amounts of 
fresh air. Our figures do not indicate that al- 
cohol is harmful to those sick with pneumonia. 
They suggest that the effect of the drug varies 
with the conditions under which it is given, and 
that it is not poisonous to those who have high 
temperatures and are taking insufficient nourish- 
ment. 

9. No change is to be expected in the results 
of treatment until a specific is discovered which 
will neutralize the toxins of the pneumococcus. 

10. The results from the serum now in use 
are encouraging, but limited, and until its use 
becomes accepted, the treatment of pneumonia 
must be that best suited to the individual. No 
roma treatment has been justified by its re- 
sults, 


RECENT TREATMENT OF LOBAR PNEU- 
MONIA.* 


By Tuomas F. Leen, M.D., Boston, 


Physician-in-Chief, Carney Hospital, Boston; Assist- 
ant in Medicine, Harvard Graduate School of 
Medicine. 


From a pathological standpoint of lobar pneu- 
monia, we all are aware of its definite stages of 
pulmonary congestion, consolidation, and resolu- 
tion, or some consequent local metastatic infee- 
tion. As well clinically, we are familiar with 
its clean-cut, self-limited picture, ending in re- 
covery or death, and that no longer do we con- 
sider it simply as a lung infection, no more than 
we do typhoid an infection of the intestine 
alone, but as a general constitutional disease, 
with local manifestations. But when we come 
to its treatment, which is only symptomatic and 
supportive, and difficult and doubtful, there we 
are halted for a cure. Why does one of our 
athletic, healthy young men die in a few days 
of the disease, and a weakling, physically, re- 
cover? We don’t know how infection takes 
place, how the organisms are related to the le- 
sions and symptoms, how the patient recovers, 
and what makes the possibility of recovery and 
eure. Some of these questions are slowly being 
solved on theoretical, biological, and experi- 
mental grounds, and the work already done ex- 
perimentally and biologically by investigators, 
particularly at the Rockefeller Institate, headed 
by Cole, is the most illuminating, tangible, and 
progressive that has ever been given to physi- 
cians in this most important, infectious disease, 
where we have been practically helpless. We 
shall consider only the newer methods of treat- 
ment and the grounds on which they are based. 

When I speak of lobar pneumonia, I mean 
pneumonia of one or more lobes, or a part of a 
lobe, where pneumococci are found in the le- 
sions; for, as you know, occasionally the bacillus 
of influenza and the bacillus pneumoniae may 
be the cause of similar lesions as well. A ques- 
tion has arisen as to whether the diplococcus 
pneumoniae is the primary cause of the disease, 
for a diplococeus not differentiated from it is 
found in lobar pneumonia, and organisms with 
identical characteristics seem to be normal in- 
habitants of the mucous membrane of the throat 
and mouth, it being present in 226 out of 398 
examined. But their association with the lesion 
and their frequent invasion of the blood show 
they play a strong part in the process and prob- 
ably the most important in prognosis, just as 
streptococci do in smallpox and scarlatina, the 
natural infection being due to specific etiologic 
agents. Experimentally, Wadsworth in 1904, 
in a series of rabbits caused lobar pneumonia by 
pneumococci, and at present this view has been 
generally accepted. 

On reviewing the history of the pneumococ- 
cus, We must remember that it is not, as for- 


* Read before the Waltham Medical Club, December 6, 1917. 
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merly thought, to be one race or strain, but a 
species of many races. Kruse, in 1891, identi- 
fied 84 different strains or races morphologically, 
culturally, and in virulence. The next impor- 
tant landmark so to speak, was the discovery by 
Schottmiiller, ten years ago, of what he called 
the streptococcus mucosus, associated with lobar 
pneumonia, having as characteristics a very 
large capsule and certain biological features, one 
of which is the formation of a sticky, glutinous 
exudate. As it was more related to the pneu- 
mococcus than the streptococcus, it has been 
called the pneumococeus mucosus, causing a 
very severe and fatal pneumonia with a mortal- 
ity from 45 to 66%. Apart from this particu- 
lar strain, all pneumococci were thought to be 
generally the same until Neufeld and Hindel of 
Germany, in 1912, first laid the foundation upon 
which all later work was done. They tested a 
so-called univalent serum against various races 
of pneumococci. In experiments on mice, it 
protected against 15 strains, and against other 
strains the serum had practically no effect. These 
atypical strains were not serum-fast, since the 
serum obtained during convalescence from one 
of the patients from whom one of these organ- 
isms had been isolated, protected mice against 
the homologous strain and also against one of 
the atypical strains, but did not protect against 
the typical strain. They then produced an im- 
mune serum against one of the atypical strains, 
to see whether all atypical strains could be af- 
fected by this immune serum, but found this not 
to be true. Later, they found the second im- 
mune serum which protected against only three 
of the atypical strains isolated by them, but 
failed to protect against three other strains. 
These latter three strains they further showed 
to be individual in their reactions, and not hav- 
ing access to many pneumonias to obtain cul- 
tures, they could not determine the frequency 
of the atypical types, nor study the biological 
groupings of the organisms. : 

The report of this important work was the 
stimulating influence of the Rockefeller Insti- 
tute to study all races isolated from lobar pneu- 
monia; and Dochez and Gillespie immunized 
rabbits to each race, studying their immunity 
reactions. They found a number of the races 
were similar and that all this group agglutin- 
ated by the serum obtained by the immunization 
of animals to one of them, and such a serum pro- 
tected mice from infection with any one of the 
group. <A second smaller series was also found 
to have common ifmmunological characteristics, 
but these characters were entirely distinct and 
different from those of the first group. Finally, 
a considerable number of races were found with 
no common immunological features, each race 
appearing distinct. These facts corroborated 
the work of Neufeld abroad but were based on 
more elaborate and extensive research. 

To identify these groups or types, the first 
described was called Type, or Group I; the sec- 
ond smaller series, Type II, the pneumococcus 


mucosus of Schottmiiller, Type III; and the 
group of pneumococci, having no common im- 
munological characteristics—a heterogeneous 
group,—Type IV. Under Type II, further sub- 
division of a few strains have been very recent] 
made: IIa, IIb, IIx, with the details of which 
shall not take up your time. Therefore, the 
etiological agents in all cases of pneumonia are 
not the same, for there are many races or ki 

of pneumococcus causing the disease, types of a 
single species. Similar examples we see in 
typhoid fever, in the differentiation of para- 
typhoid A and B, culturally and immunologic- 
ally different, the differentiation of meningo- 
cocci, and within the year, the typhoid bacillus 
has been differentiated into more strains, ac- 
counting for the non-protection of inoculated 
patients with typhoid vaccine of one strain, the 
patient coming down with typhoid fever from 
another strain. Already is it well known that 
bacillary dysentery is not due to one strain, but 
to any one of four,—the Shiga, Flexner, Strong, 
or Y, and only the anti-serum of that particular 
infecting strain can cure the patient. Recently, 
Noguchi in his work on the Treponema pallidum 
of syphilis has differentiated several strains of 
that organism. The clinical manifestations of in- 
feetion by these different groups of pneumococci 
are not identical, certainly as regards severity, 
as shown by mortality statistics. 


MORTALITY. 
ROCKEFELLER Penn. Hosp. 
(Coe) (Lewis) 
Cases due to group or type Cases Deaths Per Cent. 
95 cases 
57 38% 33% 
44 30% 27% 
17 11% 3% 
32 21% 36% 
INCIDENCE OF THE DISEASE. 
ROCKEFELLER Pexn. Hosp. 
Cases due to group or type Cases Deaths Per Cent. Per Cent. 
28 7 25% 
25 9 36% 27% 
IIT. (Pneumococcus 
mucosus) ... 17 8 47% 67% 
IV. (Heterogene- 
~~ 2 6% 11% 
Total No. of cases 108 


STILLMAN, 
Past five years at Rockefeller, 454 cases of lobar pneumonia. 


151 33.26% 
133 29% 
6 1.32% 
4 0.88% 
9 1.98% 

III. (Pneumococcus 
mucosus) ... 59 12.99% 

IV. (Heterogene- 
OUS) 20.26% 


From a prognostic standpoint, the determin- 
ation of type alone is of considerable impor- 
tance. Type ITI is the least frequent but most 


Cases due to group or type Cases Per Cent. : 
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severe, with a mortality from 45 to 66%. Types 
I and II are less severe but most frequent, with 
a mortality of about 30%, and Type IV very 
mild and fairly frequent in incidence, with a 
mortality around 15%. 

Perhaps what I have said already, you may 
consider is only for the bacteriologist and of no 
importance to us physicians and our patients. 
Certainly in treatment of patients with pneu. 
monia, all possible means of stimulation and all 
known methods for increasing the natural 
powers of resistance by non-specific measures 
should be employed, but the progress made in 
specific serological work is what I want to draw 
particularly to your attention from the curative 
standpoint, and a knowledge of it and its ap- 
plication to our cases determines a lessening of 
our high mortality in lobar pneumonia. From 
present knowledge, it would appear that the 
growth of bacteria in the blood is the most seri- 
ous part of the pneumonic process, and it seems 
that this, at least, is influenced by the appear- 
ance of circulating antibacterial substances. 
Since 1891, immune serum was made, but proved 
very inefficient, so much so that in 1904 Anders 
collected 535 cases’ of pneumonia treated with 
serum, and he reported there was no justifica- 
tion for its use. Why it failed we know now, 
since a pneumococcus immune serum is effective 
only against the type of organism used in the 
process of immunization. If, for instance, im- 
munization is carried out with organisms of 
Type I, judging from experimental studies, it 
will have no effect on any infection to one of the 
other types of pneumococci. The same is refer- 
able to a serum produced by the injection of 
pneumococci of Type II. If immunization is 
carried out with one of the organisms of Type 
IV, the serum can have no effect on any infec- 
tion except that due to the same race. In other 
words, the serum must be univalent and not 
polyvalent. 

To render a serum useful in any type of pneu- 
monia, it is necessary to produce one with high 
protective power against the type of organism 
concerned, to have a satisfactory method of 
standardization of such serum, and to have a 
method for quickly determining the type of or- 
ganism in each case. Sera of high protective 
power against organisms of Types I and II have 
been produced by the immunization of horses by 
properly spaced doses of living pneumococci. 
No satisfactory protective serum for Type IIT 
has been made, and the use of one in this type 
of infection is without justification. As Type 
IV is composed of strains each immunologically 
different from the other, no one serum can 
made for all the members of this group, but-each 
organism can produce an active immune serum 
for its particular strain. For the standardiza- 
tion of the immune serum mice have been used, 
and a method for the rapid determination of the 
type of organism has been employed. This is 
important to clinicians and must be carried out 
in every case to determine whether the infecting 


organism is amenable to immune serum. A few 
sputa are collected in a clean receiver, or if no 
sputum may be had, a vein is tapped, or the area 
of consolidation is punctured and the blood or 
sputum, after being emulsified by the bacteri- 
ologist with sterile salt solution or bouillon, is 
injected intraperitoneally in a mouse, it being an 
animal very susceptible to pneumococci. Four 
or five hours later, the peritoneal cavity is 
washed out with salt solution and the exudate 
cells are removed by slow centrifugalizing, and 
the bacteria from the supernatant fluid by rapid 
eentrifugalization. The bacteria are washed in — 
salt solution, and this salt solution emulsion is 
tested for its agglutinative power by adding 
equal amounts of it and Type I serum, and like- 
wise of it and Type II serum. If within one- 
half hour the organisms in the first mixture ag- 
glutinate, it is a strain of Type I, and its im- 
mune serum given intravenously; or if it is ag- 
glutinated by Type II serum, then it belongs to 
that type and No. II serum must be given. 
Therefore, the type must always be determined 
and immune serum in amounts of 80 to 100 ce. 
given intravenously every 6 to 8 hours till the 
patient’s condition changes. 

Generally, after giving the injections, a re- 
action occurs, the temperature usually rising and 
then falling, except in fatal cases, not neces- 
sarily remaining low. It shortens the course of 
disease, the patient feels better, and intoxication 
lessens. The serum causes increased agglutin- 
ins in the blood, which may be demonstrated 
three minutes after injection. Where the ad- 
ministration of subsequent doses has not led to a 
prompt increase of agglutinins in the blood 
above the previous level, the fall in temperature 
has been longer delayed, and more serum has 
been required. 

In fatal cases there is an increased invasion 
of blood by pneumococci and extension of the 
local lesion, and recently it has been determined 
that large amounts of soluble inhibiting sub- 
stances in the blood preventing the action of im- 
mune serum and being so large in amount, that 
no practical amount of immune substances can 
neutralize them. In such cases the serum may 
prolong life, but the infection and intoxication 
may be so great at the start that although the 
infection may be kept down by the serum, the 
intoxication cannot be removed, the patient suc- 
cumbing to this. Hence the importance of giv- 
ing very large doses of immune serum at the be- 
ginning is apparent. 

It is impossible to produce a serum against 
Type II pneumococci to be as active in the test 


be| tube, or in the living, as is the serum against 


Type I organisms, for the horse serum against 
Type I infection is of such a strength that 
0.2 ¢.em. will regularly protect a mouse against 
0.1 ¢.em. of virulent culture, and it has been 
impossible to produce an immune Type IT serum 
of any greater activity than that 0.2 ¢.cm. will 
protect the mouse against 0.01 c.cm. Moreover, 
the active Type I serum usually causes agglut- 
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ination of homologous organisms in dilutions of 
1-400 or over; the Type II serum usually causes 
agglutination in dilutions no greater than 
1-200. 


During infection not only must efficient im- 
mune substances be added to bring about a con- 
centration sufficient to sensitize all the bacteria, 
produce their agglutination, opsonification, ete. ; 
but in addition there must be a sufficient amount 
administered to neutralize any soluble  sub- 
stances present in the serum, which has the 
property of neutralizing and fixing the immune 
substances. The nature of these fixing sub- 
stances is not positively known. But Dochez 
and Avery’s demonstration, in pointing out the 
production of precipitable substances in the 
blood and urine of infected patients and animals, 
makes it possible. They are responsible for the 
fixation phenomena. This substance is a pre- 
cipitin, which early in the growth of the pneu- 
mocoecus is formed as a readily soluble sub- 
stance, diffusing into the culture medium; and 
in human and animal infections, is present in 
the circulating blood, whence it passes through 
the kidneys into the urine. It is not yet certain 
that this substance is responsible for the intox- 
ication that accompanies lobar pneumonia. 

The precipitin reaction may be demonstrated 
in the urine of infected animals or pneumonioe 
patients, even as early as 12 hours after the in- 
itial chill, whence a marked precipate occurs by 
mixing it with the serum corresponding in type 
with the organism with which the animal or pa- 
tient was infected. This specifie substance is 
not destroyed by boiling, and is of protein 
nature. This reaction is found in_ pleural 
fluids, pericardial exudates, and the spinal 
fluid of pneumococeus meningitis. The amount 
of precipitin substance in the urine seems 
to be a measure of the severity of the in- 
fection, for the mortality is high when it is pres- 
ent, and most recover when absent. This spe- 
cifie precipitin test in the urine is of consider: 
able prognostie value. These observers, further- 
more, believe that this substance bears some rela- 
tionship to the property of capsule develop- 
ment; for Type III the mucosus organism pos- 
sessing the largest capsule forming most of this 
substance; Type II, which has smaller capsules, 
producing less: and Type I, having small cap- 
sules, still less, and very little if any in Type IV. 

If the patient is treated early, before large 
amounts of the fixing substance are present, a 
moderate amount of serum may be sufficient. 
even though the grade of blood infection be con- 
siderable. On the other hand, if the pneumonia 
has continued for a considerable time and large 
amounts of the soluble fixing substance are pres- 
ent in the blood, the amount of serum may be 
very large; and to repeat, though the infection 
may be checked, the resulting intoxication de- 
stroys the patient. Hence you see how impor- 
tant it is to treat very actively at the start in 
order to neutralize all these substances and 


entirely and immediately to overcome the dis- 
ease. 

As a result, Cole advises the treating of all 
patients with Type I infection with large initial 
doses and to repeat every six to eight hours as 
long as may be necessary. It is possible that the 
Type I1 serum is less effective than No. I serum, 
not only because its concentration of immune 
bodies is less than Type I serum, but also because 
the power of pneumococci of this type to pro- 
duce fixing substances is more highly developed 
than is that of pneumococci of Type I. 

As after the injection of any foreign serum, 
there results more or less anaphylaxis, the usual 
serum sickness, in 10 or 12 days, and it may be 
acute even after one small dose in susceptible 
persons, causing suffusion of the face, respira- 
tory difficulty, and vomiting. If this occurs 
while the serum is being slowly administered, it 
should be discontinued and in 4 to 5 hours a 
somewhat larger dose tried again. Progress is 
being made on concentration of the sera, the im- 
mune bodies being contained in a part of the 
globulin fraction of the protein. As a result, 
smaller doses of horse serum will be given and 
less serum sickness will occur. The random em- 
ployment of immune serum and vaccines is to 
be frowned on, since the future usefulness of anti- 
pneumococeus serum depends upon our careful 
determination of its use in proper cases with 
organisms homologous to the serum used. Suf- 
fice it to say, that the treatment of pneumonia 
due to Type I organisms by the homologous 
serums has reduced the mortality of this type 
of infection from 30% to 8%. This speaks well 
for the future, and Cole suggests that a polyval- 
ent serum for all pneumonias is possible and will 
be produced later. 

Is there a medicine that acts specifically in the 
disease as salvarsan does in syphilis, and quinine 
in malaria? Morgenroth, and his associates, in 
1911, while working on various organie quin- 
ines discovered that one of them, ethylhydro- 
cuprein or optochin, exerted some protective and 
curative action on mice infected with pneumo- 
eoeci and that in the test tube, in weak solu- 
tions, these organisms were destroyed. With 
this as a basis, much progress has been made 
since grouping of the pneumococci was deter- 
mined. Moore and Chesney have reported 32 
cases treated at the Rockefeller Hospital in con- 
junction with allied experimental work. To 
cure pneumonia or pneumococeal septicaemia 
with this drug, there must be produced a pneu- 
mococecidal action in the blood serum, to main- 
tain it as constantly as possible over a period of 
time sufficiently long to insure the destruction of 
all the infecting pneumococci, and the concen- 
tration of the drug in the body to be harmless 
to any part of it. These have heen pretty well 
fulfilled. It has a positive bactericidal action 
on the organisms in the blood and should be 
given as early as possible in the disease on ac- 
count of the fewer organisms in the blood. But 
those in the lung lesions apparently are not af- 
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fected, as they are mechanically protected by 
the exudate from the action of the blood. The 
doses must be large at first to prevent the organ- 
isms from acquiring a condition of resistance or 
‘«fastness’’ to the drug which, if occurring, makes 
later large doses of no avail. This has been shown 
experimentally to be so, for cultures, by slowly 
inereasing doses for 10 to 12 days, could grow in 
comparatively high concentration from the drug. 
The best method of administration is by the 
mouth, as doses so small as to have little bacter- 
icidal action when given intravenously, cause seri- 
ous toxie symptoms, and subcutaneous doses cause 
much discomfort by painful infiltration of the 
tissues. Optochin hydrochloride (Merck) given 
hy mouth in capsules is absorbed so quickly that 
there is a rapid appearance of the bactericidal 
action in the serum. For the average person of 
135 pounds (62 kgm.), 1.5 grams (25 grains) 
should be given in 24 hours to cause bactericidal 
action; or at least 0.024 gm. (grain 1-3) per kilo 
of body weight per 24 hours. The first day an 
initial dose 0.45 gm. (grains 74), and every 
three-hour intervals thereafter 0.15 (grains 
21), for seven doses; and subsequent days, 
ten doses of 0.15 gm., each at 2% hour 
intervals. Camphor has been shown to di- 
minish the curative effect of optochin and 
should not be used. No particular diet is neces- 
sary. It is a white powder, soluble in distilled 
water but not in salt solution. Experimentally 
it has been found that 31% hours after giving 
0.5 gm. of the drug, it is possible to detect the 
specifie inhibitory action in the patient’s blood : 
it is absorbed faster than it is eliminated in the 
urine and there results a positive balance in the 
hody. Fluid aspirated after death from a peri- 
cardial sae was found to be sterile and to have a 
hactericidal action on pneumococci, showing it 
passes through serous surfaces. On account of 
lack of knowledge of its proper dosage, some 
serious toxie symptoms were reported, but re- 
cently they have been minimized to a great de- 
gree. They are principally referable to the eye 
and ear. Vomiting has been reported, due prob- 
ably to the extremely bitter taste. Ringing and 
roaring sounds in the ears, and partial deafness, 
transieat in type, disappear when the drug is 
stopped. The eye symptoms are more serious, 
and out of 787 treated cases which have been re- 
ported, 414% have had transient amblyopia or 
amaurosis. Oliver reports one case of perman- 
ent, almost complete blindness, the patient re- 
ceiving 5 grains (0.3 gm.) every three hours, the 
total amount being 7.7 gm., greater doses than 
that usually given. In all other reported eye 
changes, discontinuance of the drug cleared up 
the symptoms. Dilatation of the pupils suggest- 


ing some amblyopia, should be watched for, and 
it is important that ophthalmoscopie examin- 
ation be done often to determine any eye 
changes, and if any found, the drug be dimin- 
ished or discontinued. The more the daily dose 
is subdivided, the less frequent are the visual 
disturbances. 


Leschke and others report favorable results 
from optochin treatment in pneumococeal septi- 
cemia. At Rockefeller there was no consider- 
able shortening of duration of the disease under 
its use. In 787 reported cases treated with the 
drug, there was a mortality of 12.96%, and in 
Moore and Chesney’s corrected series 19%, 
where the mortality expected was calculated to 
be 33%. In all these cases empyema occurred 
in 1.9%. These figures are encouraging, and 
even if the drug can’t destroy all the pneumo- 
cocci in the infected area when present in the 
blood in a concentration sufficient to produce 
bactericidal action in the serum in vitro, never- 
theless, if it can prevent a spread of the disease 
process to healthy lung and prevent septicemia, 
or metastatic complication, its use may be help- 
ful, as the involvement of hitherto healthy lung 
constitutes great danger to the patient. 

The usage of optochin and anti-pneumococeus 
serum simultaneously in Group II pneumonias, 
since the serum alone was disappointing, has 
been shown by Moore to give markedly increased 
protective value to the serum. This would seem 
to suggest that in the specific treatment of pneu- 
monia, perhaps even more favorable results may 
be expected from the use of optochin and the 
type of homologous anti-serum, than by either 
of these remedies separately. Time and experi- 
ence may make us change the dosage and value 
of this drug, but to repeat the statistics as 
quoted, of 787 cases of lobar pneumonia treated 
with it, with a mortality of 12.96%, with an ex- 
pected mortality of 30%, surely makes it worth 
while for our Fady and consideration. Further- 
more, Cole’s recent report of 72 consecutive cases 
of Group I pneumonia treated with a correspond- 
ing serum intravenously, with a mortality of 
8.3%, whereas among untreated patients in this 
group the death rate was 25%, bodes well for 
the future cure of this most important infection. 
There are many other questions in pneumonia 
which could be discussed from recent literature 
with great profit, but if I have stimulated you to 
study and consider further anti-pneumococecus 
serum and optochin hydrochloride, this little 
talk will not be in vain. 


RECRUITING NOTES 
By W. Dana, Boston, 
Captain, M.R.C., U.S.A. 


Ir is not my intention to offer these few sug- 
gestions as necessarily representing anything 
new in medicine, and certainly to most trained 
military physicians, most of the things here dis- 
cussed may seem to be a matter of course. Per- 
sonally, I am not a surgeon nor an orthopedist, 
so that what I have to say in these fields will 
not be of interest to specialists along those lines. 
What I have to present are the things which 
have impressed me as a newcomer into the 
service, during six months’ work as an examiner 
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of recruits for the Army, and cover what have 
seemed some of the more difficult points for the 
general practitioner to decide. 


For the Army the Adjutant General has fixed 
certain standards of weight. and for the Draft 
Boards the Provost Marshal General has fixed 
other and similar standards. These tables of 
weight give a normal minimum weight, from 
which the examining physician is allowed certain 
discretionary deductions for each height. This 
final minimum weight is to be accepted only in 
those cases where the examiner considers the 
eandidate thoroughly sound in other respects. 
If we consider that 90° or more of all adults 
have had tuberculosis in some form at some time 
during life, and that a large proportion of all 
chests show some signs of a past or present 
tuberculosis of the lungs, this seems to me one 
of the important considerations in deciding 
whether or not to allow a candidate who is be- 
low the normal weight for his height to be aec- 
cepted for service. If a man be of good weight 
the presence of dulness or of harsh or bronchial 
breathing at either apex without symptoms and 
without rales, is of no importance, probably ; cer- 
tainly we cannot afford to consider it as any dis- 
qualification. On the other hand, such signs 
would influence me against accepting a man who 
was much below the normal weight. So far as 
I know, there is no weight in excess of the stand- 
ard, which precludes the use of any man for 
some branch of the land service, provided always 
that he is not too obese, is active. and has feet 
strong enough to stand up under his weight. 
This question of strength of feet is usually the 
deciding factor as to the acceptance of a man 
above 190 pounds in weight. 

Since other conditions than tuberculosis may 
eause harsh, high-pitched inspiration, and crepit- 
ant rales, it may be advisable in some cases to 
have a re-examination at the end of a week. It 
is perfectly practicable, when the rush of work 
is not above the ordinary, to take temperatures 
on suspected cases, often with suggestive results. 
Again, since blood pressure determinations are a 
routine procedure in all candidates for commis- 
sions in the line of the army, it is feasible to take 
the blood pressure in phthisis suspects. Person- 
ally, I feel that a low systolic pressure, say be- 
low 120, with a pulse pressure below 25, is sng- 
gestive of phthisis and in any case indicates a 
vitality or cardiac competency insufficient for 
the service. 

It was a great surprise to three of us taking 
routine blood pressures on a group of men under 
thirty vears of age, examined for line commis- 
sions, to note the number of tests giving 140 and 
150 mm. systolic readings, sometimes repeated in 
two or three tests in the same person at different 
hours or on different days. These were all in 
men who showed nothing in the urine. Several 
men, indeed, in this group of young men gave 
systolic pressures of 160 and 170. I am inclined 
to believe that in some at least of these cases ex- 
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citement was a factor in producing this increase 
of pressure. 

_ Another fact which I have found to be not un- 
common in men showing nothing else abnormal, 
is the oceurrence of high-pitched inspiration 
without other signs, at the base of the left lung 
behind. The cause of this T have been unable 
to determine. 


Upon what grounds shall one decide whether 
the applicant in question has a functional heart 
murmur? In the instructions issued by the Ad- 
jutant General. and even more fully in those 
given to the draft examiners, stress is laid upon 
the importance of secondary signs, such as en- 
largement of the heart, edema, evanosis or dys- 
pnea, the presence of secondary signs being con- 
sidered essential to a diagnosis of organic dis- 
ease. Richard Cabot has always taught his stu- 
dents that in order to make a diagnosis of mitral 
regurgitation, there was necessary, in addition to 
the systolic murmur, the presence of either an 
accentuated pulmonic second sound, or proof of 
enlargement of the heart, or both. Furthermore, 
there has always been great comfort to me in 
doubtful cases, to find the murmur propagated 
to the axilla or to the back. When the systolic 
murmur could be heard in the back, T felt as- 
sured that there was an organic lesion. Recently 
I have seen two recruits in whom the x-ray 
shadow of the heart was not enlarged. and in 
whom the electrocardiogram indicated the ab- 
sence of any organic disease, but with a murmur 
which was plainly audible in the axilla and in 
the back. Since then T have seen two other cases 
in which there was no enlargement of the heart 
to percussion, with no dislocation of the apex 
downward, with no increase in the pulmonic 
second sound, but with a systolic murmur loud- 
est at the pulmonic area, heard at the apex and 
transmitted to the axilla and to the back. Such 
eases as the last are quite common among the 
large number of men whom T have examined in 
the past six months and are very unsettling to 
one’s preconceived ideas as to the signs of val- 
vular heart disease. It has been suggested to 
me that such cases as IT have cited represent con- 
genital heart disease, and this may very possibly 
be the explanation of cases where a murmur is 
transmitted to the back, without enlargement of 
the heart or accentuated pulmonie second sound. 
If this be the case, however, then con- 
genital heart disease is commoner than T have 
been accustomed to believe. While I am willing 
to admit that a loud murmur at the pulmonie 
area, best transmitted to a point related to the 
root of the lung in the back, may in some cases 
be explained as being of auricular origin, which 
is the view of some observers, it does not seem ta 
me that this explanation can assume a normal 
mitral valve ;—and I do not feel that this theory 
covers the murmurs heard at the apex, which are 
transmitted from the apex, to a point in the back 
corresponding to the level of the apex. In these 
questionable cases, the apparent myocardial effi- 
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ciency, as evidenced by testing the effect of work 
upon the pulse rate, was normal. Of one thing, 
at least, | am certain, and that is, that these men, 


of the heart, or whether it is also audible at the 
apex, it has frequently seemed to me that I 
could hear the murmur better in the posterior 
axillary line at a level one inch below the angle 


with such murmurs as I have described, without 
cardiac enlargement or increased pulmonic of the scapula; certainly that I could isolate 
sound, are physically fit for active duty in the and identify the sound better at this location 
army, and have, for any practical purpose, es- than was possible at the apex. To me it has 
sentially normal hearts. been quite surprising to see the number of ath- 
During the past months, I have seen three letes, swimmers, distance runners, and _ basket- 
cases in which the heart was enlarged to pereus- ball players, who have a definite valve leak, and 
sion, in which there was a systolic murmur at Yet are able to continue competition. It would 
the apex transmitted to the back, and in one of Seem as if such men could be used for some 
them there was a dislocation of the apex beat branch of the service for clerical positions. 
downward. Neither the fact that the electro. When only one test chart is used for the pur- 
cardiograph was said to show the absence of a | pose of testing vision, it is sometimes difficult 
valve defect, nor the statement that the x-ray to determine the degree of sight in the two eyes, 
proved the absence of cardiac enlargement, has particularly where the first eye tested has the bet- 
satisfactorily disproved the diagnosis of mitral ter vision. One man who was being tested as to 
regurgitation which I made in these cases. It his eyesight, was almost blind in his left eye, but 
does not seem to me that the electrocardiograph he had memorized the 20/20 line almest per- 
nor the x-ray is any more infallible in heart dis- fectly, so that he could read the letters forward 
ease, than we know to be the case as regards the and backward, and could skip every other letter 
x-ray in lung and gastro-intestinal work. Per- | successfully. In suspicious cases it is often use- 
sonally I still cannot believe that a cardiac mur- | ful to use a card with a hole cut in it so that 
mur is transmitted to the back, without some or- only one letter at a time is seen. Also a second 
ganic change from the normal, either in the chart, kept under cover except when needed for 
shape, size or number of the cardiac orifices, or use, is a help. If the waiting line of men have 
in the valves. To my mind, having the eandi- | the opportunity to study the chart or to hear 


date lie down does not give any material aid, in 
most cases, in differentiating between an organic 
and a functional murmur. 


The question of tachycardia as an indication 
of valvular or myocardial disease, and the ** work 
test’’ as mentioned above, are in my opinion of 
relatively little use except in the stolid, unemo- 
tional or bovine individual. For instance, doc- 
tors and dentists whom I have examined, almost 
invariably have a high pulse rate, and this is 
also true of a large proportion of candidates for 
commissions. While in theory it is true that 
when a rapid, nervous heart is put under the 
strain of added work it will steady and slow 
ilown, in practice this does not usually seem to 
be a fact. Hence while tachycardia is set down 
in the regulations as a cause for the rejection of 


recruits, and probably quite correctly, as relating | 


the reading of it by preceding men, it aids them 
to memorize the letters. Usually, by asking the 
applicant to read every second, third, or fourth 
letter from either end, one can avoid errors. 
For this reason, a chart with a large number of 
letters on each line, is of value. Charts for the 
eye test vary greatly in the sharpness and clear- 
ness of printing. One of the simplest, cheapest, 
most portable and certainly not the least ac- 
curate, of the color vision tests, is a card with 
eighteen squares of colored paper on it, made 
by Brown & Burpee of Manchester, N. H., and 
sold by the Globe Optical Co., Boston, Mass., for 
50 cents. 

A good many men who have been rejected for 
the army or for Plattsburg on account of hernia, 
have this defect remedied by operation and pre- 
sent themselves for re-examination. I have 


to the class of men enlisting in peace times, it been inclined, in cases where the result was good, 
would not seem to me to apply to a considerable to accept such men within a few weeks of oper- 
number of candidates for the army at present. ation. Surgeons tell me, however, that these 
in any event, considerable judgment must be em- | men are not fit for army work in the field under 


ployed in estimating the importance of a rapid 
heart in each individual. On the other hand, I 
feel sure that in some cases, the only remaining 
indication of a previous endocarditis, where the 
iurmur, as so frequently happens in the case of 
children, has disappeared, is this tachycardia or 
the presence of marked excitability under emo- 
tional stimuli. In this connection, I do not 
mean to say that many of these mitral leaks of 
childhood do not clear up absolutely, leaving no 
signs nor symptoms of any sort. 

Supposing that one is examining such a candi- 
date with a systolic murmur, and one is in doubt 
as to whether this sound is heard only at the base 


six months.after operation. A large number of 
men have relaxed or enlarged inguinal rings, 
and in some of them, while there is not definite 
protrusion of the bowel, there is a definite im- 
pulse on cough. While such cases do not repre- 
sent a definite hernia, there is always risk of 
symptoms occurring, even if the signs do not in- 
crease; hence such applicants should be viewed 
with suspicion. 

To me as a medical man, a candidate who has 
recently been operated upon for varicocele, or 
who has a radical operation for the cure of 
hydrocele, and who presents, as all such patients 


do, so I am told, a much infiltrated condition of 
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the groin and scrotum in the one case, or 
marked thickening of the epididymis in the 
other—such cases, | may say, are viewed 
by me with deep, inherent distrust. My surgical 
friends tell me that in such operations one 
should not expect complete absorption under six 
or eight months, or even longer, and candidates 
may safely be accepted in spite of the thicken- 
ing of the tissues. 

Another difficulty arises as to what should 
constitute a disqualification on account of foot 
defects. The presence, merely of a very marked 
degree of flattening of the anterior or posterior 
arch of the foot, is not a disqualification, since 
thoroughly flat feet, strong functionally, and 
without symptoms, may, and usually will, carry 


weight better than a beautifully shaped, high | ing 


arched foot. Again, feet, that (so far as the 
tracks of the soles upon the floor are concerned, 
seem perfectly normal) may occasion a disquali- 
fication of the applicant because of marked 
pronation, with weakness ;—‘knock-ankle’’ as 
Dr. E. H. Bradford has termed it, and eversion 
of the foot upon the ankle. Strength, mobility, 
freedom from symptoms and a consideration of 
the man’s weight are the fundamental points in 
judging the competency of a pair of feet. 
Some of the flattest arches that [ have seen, 
have been in men of very light build. Symp- 
toms in connection with the feet are often mis- 
leading, since a candidate eager to enter the ser- 
vice will deny ever having untoward symptoms 
of any sort :—on the other hand, real or alleged 
foot troubles are a favorite cause for claim for 
excuse from military duty or for a discharge 
from the service. Many feet that are flat from 
the wearing of improper shoes or from lack of 
the use of the muscles can be much benefited by 
muscle training, and many cases of pronation 
can attain a high degree of serviceability by the 
use of a wedge under the inner side of the heel, 
the so-called ‘‘modified Thomas heel.’’ This is 
of course difficult to provide in the case of sol- 
diers, who wear out shoes fast, and for whom 
specially altered shoes cannot be provided in 
numbers. In this connection, | have been inter- 
ested to see that the chief orthopedic authority 
of the British Army,’ has advised that all sol- 
diers should be provided with shoes the heels of 
which are higher on the inner side, which would 
seem to me to be a useful and feasible suggestion. 
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THE ARMY SURGEON OF OTHER DAYS. 


By Howarp Dupitey Kine, M.D., NEw ORLEANS, LA. 


THE army surgeon of the present day is a 
most fortunate individual if we are to compare 
him with his brother of the sixteenth century, 
who rendered service in the English civil wars. 
The surgeon of those times was poorly paid, and 


did not enjoy either rank or standing. How- 
ever, in many instances the pay was fully com- 
imensurate with the character of the professional 
services rendered. in one respect the military 
surgeon of four centuries ago fared better than 
his more modern brother in that he was a non- 
combatant in the fullest sense. The medical 
man did not figure in the casualty lists. It was 

rare to hear of a fighting Asclepiad, and still 
ae rare to find a physician's name among the 
killed, wounded or missing. All throughout the 
civil wars military surgeons appear to have 
been treated by both sides as non-combatants, 
and to have enjoyed certain privileges defined by 
custom rather than by any set rules or regula- 
tions. When in the field they wore a distinguish- 
badge, and to the credit of both sides the in- 
signia was accorded the fullest respect. No sur- 
geon was allowed on the field without his baldric. 
Military surgeons were often allowed to enter 
a hostile camp or fortress in order to treat 
wounded men of their own side, and seldom was 
the privilege abused. Medical men falling into 
the hands of the enemy were not usually re- 
tained as prisoners, and in many cases they 
made no distinction between Roundheads and 
Cavaliers if human suffering was to be relieved. 
As an example of the goodfellowship extended 
the medical men of those days, the following 
anecdote is most noteworthy. In 1644, Henry 
Johnson, surgeon of the King’s own troops, 
wrote as follows to the Parliamentary Governor 
of Newport, Pagnell, asking for the relief of his 
apprentice who had been captured in a skirmish 
at Kidlington: 

‘*It is very well known how careful I have 
ever been in dressing your wounded men when- 
soever they have fallen into our hands. There- 
fore, if you will give him a speedy release and 
safe pass to Oxford | am very confident that the 
favor shall not pass without an endeavor of re- 
compense, for if at any time any chiruigeon or 
wounded men of yours shall fall into our hands 
my care of getting releasement or dressing those 
that have need thereof shall manifest how great 
a favor you have done to your obliged servant.’’ 


In the armies raised by Parliament there were 
usually two or. three medical men attached to 
the staff of the general, who supervised and con- 
trolled the medical administration of the whole 
army. Aside from regimental surgeons, there 
were also a score of assistants and medical un- 
derstrappers. In the list of Essex’s army there 
appear a ‘‘physician to the train and person,’”’ 
Dr. St. John, and a ‘‘surgeon to the train and 
person,’ * Laurence Lowe. In the list of New 
Model the names of four medical officers appear 
among the staff, two physicians to the army, an 
apothecary to the army, and a surgeon-general 
to the army. The armies in Ireland and Seot- 
land had each attached a physician-general, a 
surgeon-general, and an apothecary-general, and 
this arrangement survived in the post-Restora- 
tion army. 
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The chief of these officials was the physician- 
general, who was usually a man of some stand- 
ing, and was paid accordingly. The rate of 
pay was ten shillings per day, or about $2.50. 
Next in point of rank and pay was the apothe- 
cary-general whose salary was six shillings and 
eight pence a day, an equivalent in our money 
of $1.50. The surgeon-general was not alone 
last in rank, but also in pay. His remuneration 
never exceeded four shillings or a dollar a day. 
Cromwell’s surgeon-general received no more 
than the American private of today. Each 
surgeon had a couple of assistants who received 
about forty-eight cents a day. In 1651 the sur- 
geon’s pay was advanced from a dollar a day to 
a dollar and a half, or six shillings; in 1655 it 
was fixed at five shillings, and the economists 
cut off one of his assistants; in 1657 the sur- 
geon’s pay was again reduced to the original 
four shillings a day. Whenever the matter of 
economy was broached in Parliament the sur- 
veon’s pay was juggled with. Monk, who was 
in command of the army in Scotland, considered 
the army surgeons underpaid, and ordered those 
under his direct command to be enrolled as pri- 
vates in order to give them an additional nine 
pence or eighteen cents a day. Dual office hold- 
ing in military circles thus is not of recent 
origin. However, Monk seems to have been ac- 
tuated by kindlier motives than countenancing 
petty graft. 

Very few of the military surgeons of the six- 
teenth century were really competent men, and 
uot many attained the distinction of being en- 
rolled in the Royal College of Physicians. Gen- 
eral Monk vigorously resented one of Crom- 
well’s appointments in the person of a certain 
Mr. Fish, surgeon to the artillery train. Fish 
was a former surgeon’s assistant who had re- 
s.gned to avoid a court-martial for misconduct. 
Monk exercised the greatest care in the selection 
of his medical officers. 


As many of the army surgeons were men of 
the most mediocre ability, it was customary in 
important cases to call in other aid. Parliament 
sent a special physician to Northampton to at- 
tend Skippon, who had received serious wounds 
at the battle of Naseby. In 1651 Cromwell fell 
ill in Seotland, and two of the leading medical 
men of London were immediately despatched to 
Edinburgh by the Council and State. These 
vutside practitioners were always liberally paid 
for their services. 


When a soldier reached a hospital, either 
through illness or injury, a certain proportion 
of his pay was stopped to pay for nursing and 
drugs. There were no movable hospitals attend- 
ing the army during active campaigning. In 
1643, Essex sent the wounded soldiers from the 
siege of Reading up to London for treatment. 
An order of Parliament at that time reads ‘‘that 
the Lord General hath been enforced to send 
back many sick soldiers to be billeted in some 
remote houses and towns, some miles distant 


from London till it shall please God to restore 
them health and ability to again return to his 
army.’’ The badly wounded were left in vil- 
lages near the battle field, where a small pittance 
was usually paid for their medical care, but 
most frequently they were left to their own de- 
vices. 

Throughout the first and second civil wars the 
London hospitals supplied the only permanent 
provision for the cure of sick and wounded sol- 
diers. St. Bartholomew, Bridewell, St. Thomas, 
and Bethlem, the most famous of London’s hos- 
pitals at that time, were freed by Parliamentary 
Act of all taxes and assessments on the ground 
that they treated many of the wounded soldiery. 
In a short time these institutions proved insuffi- 
cient for the care of the soldiery, and it became 
necessary to build special military hospitals. 
Army hospitals were now established in various 
parts of Ireland, Scotland, and even in Flan- 
ders. As to attendance on the patients, there 
were no hospital orderlies in those days, and the 
nursing was entirely done by women. These 
nurses were by special order chosen from the 
widows of soldiers. The various hospitals drew 
up rigid regulations governing the conduct of 
both nurses and soldiers. A soldier who got 
drunk or used profane language was fined, and 
a repetition of the offense meant expulsion. A 
nurse who neglected her duty, or ‘‘made any dis- 
turbanee by scolding, brawling or chiding’’ was 
punished in much the same way as the drunken 
soldier. If a soldier married a nurse both were 
to be expelled at once. 


Clinical Department. 


GONORRHEA IN YOUNG MALE CHIL- 
DREN, AND ITS TREATMENT. 


WALTER D. BreperBacn, WorcESTER, MASss. 


URETHRO-VULVO-VAGINITIS, due to gonoeoceus, in 
young female children is not a rare disease and, 
especially, this is more true among the poor and 
children that are housed in institutions. It is 
easily seen that young female children can 
readily contract this disease from parents or 
other older members of the home by direct con. 
tagion or indirectly, through the agency of 
towels, wash-rags, fingers, toilets or bed clothing. 
Then it has been shown that when one case is in- 
troduced into an institution the disease spreads 
rapidly, probably by the medium of the bath. 
toilet or towels. This is an affection which re- 
cent studies have shown to be much more pre- 
valent than has generally been believed, and it is 
not uncommon for a physician to see several of 
these cases during the year. However, gonor- 
rhea in the male child is a rare disease, at least 
in boys under twelve years of age; in this re- 
spect affording a marked contrast to gonorrheal 
urethro-vulvo-vaginitis observed in the opposite 


259 
| 

| 
| 
| | 
| 
| 
| 
| 
| | 


260 


BOSTON MEDICAL AND SURGICAL JOURNAL 


{[Fepruary 21, 1918 


sex. The cause, as suggested by some authors, 
is an attempt at intercourse, often suggested by 
a much older female. 

| believe that it is the general opinion of the 
physician that very exceptionally the contagion 
may be mediate by means of fabrics or by for- 
eign bodies previously infected, being intro- 
duced within the urethra. Such cases, I believe, 
do exist, as | will demonstrate in a boy four 
years of age, who was referred to my services 
ut the Worcester City Hospital. Too much 
careful attention cannot be paid to inflammatory 
conditions of the prepuce or penis, and this is 
true when one is dealing with a long foreskin 
where a phimosis exists. When these conditions 
present themselves and there is a pussy dis- 
charge, it is wise to examine carefully the dis- 
charge microscopically to try to find out what 
form of a micro-organism we are dealing with. 

It has been shown that in the normal urethra 
there are micro-organisms identical in all re- 
spects with the gonococcus. Identification of 
these micro-organisms under the microscope is 
not a proof of the specific infection, and this is 
more apt to be true if the child is suffering from 
a phimosis where retained secretions are liable 
to cause an infection of the urethra. Should 
an organism be seen under the microscope that 
resembles the gonococeus, then one should resort 
to cultivation on artificial media and _ pos- 
itively prove the nature of the infection. There- 
fore, it is wise in all such cases carefully to 
search for the gonocoecus, since simple irrita- 
tive urethritis is by no means uncommon and is, 
in the beginning of its course, not to be dis- 
tinguished clinically from true gonorrhea. 

I have had in the last short while the experi- 
ence of falling flat in my diagnosis in which two 
male children were referred for circumcision 
for phimosis, later to find, folowing the opera- 
tion, that I was dealing with a ease of gonor- 
rheal infection. One takes too much for 
granted that such a condition could not exist in 
children of six and four years of age, and this 
led me to believe that | was dealing with a 
simple urethritis, the primary cause being a 
tight, long prepuce producing balanoposthitis. 
Ilowever, this one point shows that, regardless 
of age, one should first proceed in all cases with a 
microscopical examination, as in children of this 
ave gonorrhea is generally contracted in the 
ordinary manner. 

The cases that | will report will show that it 
is possible for the male child of very young age 
to be infected, either by direct or indirect con- 
tact. 


Case 1. J. P. a boy of six years of age, well 
developed physically, presented a marked case of 
phimosis. There was considerable narrowing of the 
preputial orifice, so much so, that it was impossible 
to retract the foreskin over the glans penis. About 
the margin of the prepuce was a copious offensive 
white discharge. The foreskin was tender, edema- 
tous and swollen. At this visit a diagnosis was 
made of phimosis, the cause being balanoposthitis, 


due to a long, tight foreskin. The treatment advised 
was circumcision, and on the following day the child 
was operated upon. On account of the marked 
edema, circumcision was performed under ether. 
A dorsal incision was made and the flaps trimmed. 
The edges were sutured with catgut. Some few 
hours after operation the child was unable to urin- 
ate. The dressings were removed and the external 
meatus was found to be pointed and swollen and 
glued together. On separating the lips of the 
meatus, there was a free flow of thick white pus, 
which relieved the child, thus allowing him to pass 
his urine. Microscopical examination of the pus 
showed a number of Gram-negative diplococci, both 
intra- and extracellular. Cultures were made which 
proved the presence of gonococcus. 

A few days after, the mother brought to the 
clinic the younger child, who was three years old, 
complaining that he was having trouble similar to 
his brother. On examination he presented the 
same condition as the first, except that the foreskin 
could be retracted over the glans penis showing a free 
urethral discharge. Microscopical examination of 
the discharge showed the presence of gonococci, and 
they were found on culturing. In the case of the 
boy of six years, both urines were cloudy, contain- 
ing pus and a number of shreds, showing that he 
was suffering from an acute antero-posterior gonor- 
rheal urethritis. The first urine of the boy of three 
years was cloudy, the others were clear and the 
diagnosis being acute anterior gonorrheal urethritis. 

An attempt was made to learn the source of in- 
fection. The mother and father were asked to sub- 
mit to examination; also the remainder of the fam- 
ily, which consisted of a girl thirteen and a boy 
eighteen years old. The boy was a step-brother to 
the other two children, his father having been dead 
for the past few years and this being his mother’s 
second marriage. 

The mother and father denied all venereal dis- 
ease and on examination were negative. The oldest 
boy of eighteen gave a history of suffering from an 
acute attack of gonorrhea four months ago. He 
had been under the care of a physician, and one 
month before the children were admitted to the 
clinic he had been pronounced cured. At the time 
of my examination he had no signs or symptoms of 
the disease, and from my examination I would say 
that he was cured. A gonorrheal complement-fix- 
ation test was done and reported as negative. 

Examination of the girl of thirteen showed that 
she had a ruptured hymen, and on separating the 
vaginal wall there was a somewhat free, thin greyish 
discharge, which on microscopical examination 
showed the presence of gonococci. Smears made 
from the urethra were negative. From the absence 
of the acute symptoms and the microscopical pic- 
ture, I would say that the girl was suffering from 
a subacute or chronic gonorrheal infection. 

The fact that the three children were suffering 
from gonorrhea was all that I was able to obtain. 
It was impossible to get a clear history of any of 
the cases, 

The mother and father could give very little in- 
formation as to the source of the infection. They 
stated that the boy of six years and the girl of thir- 
teen attended school every day, while the child ot 
three was kept at home. Furthermore, none of the 
children were away from home for any length of 
time. I thought that if some one was sent to the 
house of the parents to investigate their mode of 
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living, we might be able to come to some opinion as 
to the source of infection. 

The case was reported to the Society for the Pre- 
vention of Cruelty to Children and, through their 
kindness, a female agent was sent to investigate the 
living conditions of the family. Each of the chil- 
dren was questioned closely, but no information 
could be obtained from the boys that were suffering 
from gonorrhea. They were very stubborn and re- 
fused to answer questions. The girl of thirteen was 
taken into a room alone and after careful question- 
ing admitted that some few weeks before, while the 
parents were away one afternoon, the oldest boy of 
eighteen placed her on his lap and attempted inter- 
course. Following this attack she suffered consid- 
erable pain and for some time afterwards experi- 
enced a burning sensation on urination. She said 
nothing to her parents of what had happened; the 
reason for this we are not able to have her explain. 

On the day of the examination the boy of eigh- 
teen learned on his return home that an agent of 
the Society had been to the house to investigate the 
cause of infection. Confronted by his mother on 
what had transpired, he immediately turned about, 
_ the house and to this date has not been heard 

rom. 

My conclusions as to the source of infection in 
this case was that the boy of six contracted the dis- 
ease from the girl of thirteen. They both occupied 
the same bed and the sexual organs of the male 
child were well developed and much larger than the 
average child of the same years. 

The younger child of three slept with the boy of 
six on different occasions and probably contracted 
his infection from discharges that had contaminated 
the bed clothing. 

The girl’s infection dates back to the time that she 
states that the older boy of eighteen attempted 
sexual intercourse with her. At that time the boy 
was suffering from subacute gonorrhea and, I be- 
lieve, infected his step-sister. 

In this case we have the direct and indirect 
method of infection, the older child receiving his 
infection from the female, and the younger child 
indirectly from coming in contact with some article 
that was contaminated with the discharge of the 
child of six years. 


Case 2, T. Me., a well developed boy of four 
years, physically and mentally normal. He was ad- 
mitted to the service for circumcision. FExamina- 
tion. He had a marked phimosis with a moderate 
lvmphangitis extending along both sides of the shaft 
of the penis. e external orifice of the prepuce 
was reddened, and on stripping the foreskin a thin, 
white, pussy discharge was noticed. A diagnosis of 
infected balanoposthitis was made and circumci- 
sion was advised. At this visit the child was ether- 
ized and circumcision performed by the dorsal slit 
method. Patient was discharged and advised to re- 
turn for future dressings. Late on the night of the 
operation, I was called to the patient’t house and 
informed that the child was unable to urinate fol- 
lowing the operation. During the day the mother 
had called in a physician to relieve the retention, 
and sedatives and hot baths had been given, with no 
results. On my visit I found the child to be suffer- 
ing from pain, walking about the house, straining 
every few minutes in an attempt to urinate. On 
stripping the urethra there was a profuse white 
pussy discharge, of which I made several smears, 


and later on returning to my office found that they 


contained many intra- and extracellular Graim-neg- 
ative diplococci. At this visit I decided there was 
but one thing to do in relieving the child and that 
was catheterization, for everything had been doue. 
such as hot sitz baths, by the former physician. with 
no results. The patient was placed on the kitchen 
table and a soft rubber catheter, size 10, french, was 
inserted into the anterior urethra, just to the cut-off 
muscle, and the urethra was gently irrigated with 
a hot 2% borie acid solution. Following the an- 
terior irrigation the catheter was removed, boiled. 
and gently introduced within the bladder. The 
bladder was relieved of 10 ounces of clear, normal 
urine and followed by slow irrigation with hot boric 
acid solution. The child was immediately relieved and 
soon fell into a sound sleep. The mother was ad- 
vised to return on the following day for future 
treatment, which she did, and stated that the boy 
was able to pass his urine, but was obliged to urin- 
ate frequently, about every hour. At examination 
this time I was able to get pus for culture which 
showed a gonococeus growth. The urine of the first 
and second glasses was cloudy and contained pus. 
showing that the child was suffering from an acute 
antero-posterior gonorrheal urethritis. 

In tracing the source of infection in this case | 
learned that the mother kept boarders and that in 
the household there was a female suffering from 
gonorrhea, and one male with an acute case of an- 
tero-posterior gonorrheal urethritis complicated 
with an acute epididymitis. The child used the 
same toilet, and was in the habit of getting into bed 
with these members that were infected. ir 
habits were such that careful examination showed 
that the child no doubt received his infection by in- 
direct contact, coming in contact with some infected 
object such as toilet or bed clothes. In this home 
was a female child of three years, and special in- 
structions were given as to prophylaxis and care of 
the child so as to prevent infection. With all care 
and instruction the female child developed, one week 
later, a severe urethro-vulvo-vaginitis. 


Care and Treatment of the Boys. 

Prophylaxis was placed on all cases. The 
mothers were instructed as to the pussy dis- 
charge and ordered to burn all dressings. They 
were also warned of the dangers of gonorrhea! 
ophthalmia. 

The children were placed on a non-stimulating 
diet, excess of meat was avoided, also highly 
seasoned, salty food. Liquids were restricted 
to milk and water, water being used very freely. 
For the purpose of catching the urethral dis- 
charge and keeping it away from the clothing 
a small bag was made in which the penis was 
carried. Absorbent cotton was placed in the 
bottom so as to eatch the discharge. 
Therapeutic Treatment. 

Internally the two older boys, six and four 
years of age, were given five minims of thyre-. 
sol in small round capsules three times a day. 
one hour after meals, while the boy of three re. 
ceived but two a day. From these doses their 
stomachs and kidneys showed no irritation and 
they were able to take this amount during the 
course of treatment, with rest spells in between. 
Milk and water were forced and bowels were 
kept well open. 
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Local Treatment. 

Case No. 1 was earried on protargol irriga- 
tion with a solution of 1:8000 and gradually in- 
creasing the strength to 1:4000. Irrigation was 
performed by inserting a soft rubber catheter, 
size 10, french, into the anterior urethra and 
gently forcing this fluid through by means of a 
large hand syringe. Following this a clean 
catheter of the same size was introduced just 
behind the eut-off and the same solution was 
foreed through the posterior urethra to the blad- 
der. When the child complained of bladder full- 
ness it was removed and the child was allowed to 
stand and empty the bladder. This line of treat- 
ment was carried out every second day. oceasion- 
ally the child skipped a treatment on account of 
the mother being unable to come. The vounger 
child of three years never developed a posterior 
infection, and simple anterior irrigation was 
earried out. This child cleared up in four 
weeks, while the one with the posterior infection 
took six weeks. In case No. 2, hot potassium 
permanganate was used in increasing strength 
when at about the sixth week the case was at a 
standstill, both glasses still hazy and there was 
a slight daily discharge. The treatment was 
changed to silver nitrate, followed by a marked 
improvement, starting with 1:10,000 solution and 
working down to 1:4000. This last was fol- 
lowed by discomfort to the patient, but was re- 
lieved, when too severe, by saline irrigation, 
which immediately stopped all burning. In 
seven days all discharge subsided and both 
glasses of urine were clear and sparkling. After 
all local treatment was stopped. both children 
were kept under observation. Repeated swabs 
were taken from the urethra and were all found 
at each examination to be negative. Urines of 
three glass tests were clear and no other symp- 
toms present, the children were discharged as 
eured. During the course of treatment the 
children suffered no ill effects. They held their 
weight and apparently did not seem to be 
greatly disturbed. By being very gentle and 
gaining their confidence, I found no trouble in 
having them submit to treatment. 

I believe that this article shows the importance 
of microscopical examination in children suffer- 
ing from phimosis; by so doing one is in a posi- 
tion to determine at the first visit the form of 
micro-organism that is present and at the same 
time make a correct diagnosis. 


Soriety Report. 
BOSTON SURGICAL SOCTETY. 
( INCORPORATED. ) 
Meetine No. 19. 


A CLINICAL meeting of the Boston Surgical 
Society was held on Monday, November 5, 1917, 
at the Carney Hospital, at 10 a.m. 


| Fepruary 21, 1918 


PAPILLOMATOUS OVARIAN CYST WITH TWISTED 
PEDICLE. 


Dr. John T. Bottomley operated on a widow, 
36 years old, who thirteen months before had 
found, in the right lower quadrant of her ab- 
domen, a round mass of the size of an orange; 
a month later there appeared acute symptoms 
which indicated the presence of,an ovarian cyst 
with a twisted pedicle; these subsided in the 
course of a few days. The tumor continued to 
inerease in size till, about a month before the 
woman entered the hospital, acute symptoms 
again developed in the lower abdomen; these, 
too, gradually subsided and she now presents a 
moderately tender, tense, smooth mass rising out 
of the pelvis almost to the level of the umbilicus 
and more prominent on the left than on the 
right side. A preoperative diagnosis of ‘‘ovarian 
eyst with a twisted pedicle’’ was registered. At 
operation a right ovarian cyst, size of a foot- 
ball, showing many evidences of recent, as well 
as old, inflammation, with a thick, short pedicle 
twisted 114 turns in a direction opposite to 
that of the hands of a clock, was first removed. 
Its papillomatous nature was then evident and 
consequently the uterus and the other tube and 
ovary were quickly removed. Suture of the ab- 
dominal wound without drainage concluded the 
operation. 

Note. The discovery of the papillomatous 
projections made the other step of the operation 
necessary. The tumor was removed through an 
abdominal incision of sufficient length to ensure 
delivery of the tumor without rupturing it— 
something much to be desired in such cases, in 
the handling of which the short incision should 
have no place. The pathologist reported, 
‘‘napillary adenocystoma of both ovaries with 
hemorrhage and necrosis.’’ The convalescence 
was entirely normal. 


UTERINE HEMORRHAGE. 


Dr. Bottomley operated on a widow, 39 years 
old, with one child, for metrorrhagia which had 
been almost constant for the preceding two 
months, and which, despite treatment, had been 
present and troublesome for about a year. The 
physical examination showed little except the 
general signs of a steady loss of blood. The pre- 
operative diagnosis was put down as ‘‘ ‘essen- 
tial’ uterine hemorrhage.’’ At operation the 
slightly enlarged uterine fundus and the left 
tube and ovary were removed; the right tube 
and ovary were left in situ. 

Note. The real cause of the bleeding was not 
disclosed by the pathologist, who reported only 
‘“*slight chronie endometritis.’’ The convales- 
cence was uneventful. Dr. Bottomley had had 
the patient under observation for a year before 
operation and was unable to discover the reason 
for the bleeding, which was not permanently 
checked by any of the usual remedial measures. 
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GALL-STONES ; STONE IN THE COMMON DUCT. 


Dr. Bottomley operated on a woman, 52 years 
old, who, fifteen years before, had had a definite 
attack of biliary colic. Since then she had suf- 
fered from what she termed ‘‘indigestion’’ until 
three months before her entrance to the hospi- 
tal, when she had a very severe attack of pain 
in the upper abdomen, with chills, sweats and 
jaundice; she was very ill for nine days and 
then gradually grew better. She is said to have 
had ‘‘sugar in her urine’’ for the past year, but 
in none of the urinary tests made before oper- 
ation was sugar found. The preoperative ex- 
amination showed nothing of note except a very 
fat abdominal wall, with marked tenderness and 
some muscular spasm in the right hypochon- 
drium. 

At operation, a gall-bladder packed full of 
stones was removed; a single stone, felt in the 
hepatie duct, was forced down into the common 
duct and removed ; exposure of the common duct 
was diffieult because of the many adhesions pres- 
ent; the pancreas was not abnormal to palpa- 
tion; the common duct was drained. 

Note. The convalescence was not noteworthy 
except for the fact that, three weeks after oper- 
ation, bile was still eseaping from the drainage 
wound, though in gradually decreasing quantity. 


PROCIDENTIA; CYSTOCELE; RELAXATION 
PELVIC FLOOR WITH RECTOCELE. 


OF THE 


Operation. Watkin’s operation for proci- 
dentia and cystocele; Crossen’s operation for re- 
laxation of the ‘pelvic floor, attended with 
rectocele. 

Dr. F. W. Johnson operated; the patient, 44 
years old, was admitted to the hospital, com- 
plaining of falling of the womb, backache and 
general weakness. Her mother died of cancer 
of the stomach, one brother died of tuberculosis ; 
the patient’s previous history was not impor- 
tant, except that she had typhoid fever twenty- 
five years before, and said she had been treated 
for ‘‘edema’’ nine years previously at the City 
Hospital. She had been married twenty-four 
years, had had nine children, the oldest 23 years, 
the youngest 4 years; she had never miscarried ; 
her last menstrual period was in December, 1916. 
All labors had been normal, as had the puer- 
peria.—execept the last one, when she said she 
had ‘‘heart trouble.’’ 

For the past year the patient had noticed that 
‘the womb came out of the vagina’’; at first 
it was possible to replace it. but not in the last 
few months; there was much frequency in mic- 
turition, with pain and dragging in the sacral 
region, 

Examination of the urine showed a slight 
trace of albumen, no sugar, sp. gr. 1.010, with 
pus and muens in the sediment. Blood pres- 
sure. S. 148. D. 110; hemoglobin 80%, white 
blood eount 9000. 


Dr. Johnson operated upon a second case, 
showing laceration of the cervix; prolapse of 
the uterus; cystocele; relaxation of the pelvic 
floor with rectocele. 

Operation. D. and C. Emmet’s amputation 
of the cervix; Watkin’s operation for prolapse 
and cystocele; Crossen’s operation for relaxation 
of the pelvie floor, attended with rectocele. 

The patient was 40 years old, married for 
thirteen years; she had had six children, the 
oldest 12 years, the youngest 2 months; since 
the birth of the last child, ‘‘falling of the womb’’ 
had prevented her from getting about for or- 
dinary household duties. There was profuse 
leucorrhoea: urine examination was negative. 


OPERATIVE NOTES. 


In the above two cases the prolapse of the 
uterus and the cystocele were remedied by the 
Watkin’s operation of interposition. This op- 
eration should not be performed when future 
pregnancies are anticipated. 

The methods employed which we have found 
by experience to be the most satisfactory in sep- 
arating the vaginal wall (cystocele) from the 
bladder, and in securely fastening the uterus in 
anteversion to the anterior vaginal wall after re- 
moval of the slack, are described below. 

Cystocele. A male sound is passed into the 
bladder and turned around so that its point 
pushes the bladder downwards and forwards in 
the median line, and towards the operator. Just 
below the point of the sound, an incision is made 
through the vaginal wall, care being taken to go 
through the fascia of the anterior vaginal wall. 
This incision is carried laterally as far as needed 
to take in the slack when removing the redund- 
ant portion of the anterior vaginal wall. The 
sound is removed and the tissue on either side 
of the incision is grasped by two strong-holding 
forceps (Ochsner), put and kept firmly on the 
stretch, while a long, pointed, curved scissors 
(coneavity towards the operator) is worked up 
under the fascia until the point of scissors 
reaches well beyond the junction of the bladder 
and urethra. As the scissors are removed they 
are opened. The anterior wall is then divided 
its whole length by straight scissors. This 
method enables vou quickly. and without danger, 
to remove the fascia wholly from the bladder, 
and from the tissues on the sides. After the 
uterus is delivered it is fastened to the ante- 
rior vaginal wall. everv suture ineluding the 
fascia. It is only by utilizing the fascia that vou 
prevent for good the return of the cystocele. 
Silkworm gut is used for the first three sutures, 
the first being passed through the fundus uteri 
in front and just helow the tubes. These sutures 
are shotted and allowed to stav in place one 
month. No. 2 chromie catgut is used for the 
ether sutures, and each suture goes through the 
vaginal wall. ineluding the fascia, and takes up 
a good bite of the uterus, so that when the op- 
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eration is finished, the uterus throughout its an- 
terior surface down to the cervix is sewed to 
the fascia of the anterior wall. An important 
suture is the one which takes up the bite in the 
uterus at the junction of the body and neck. 
When tied, this suture straightens out the lower 
= of the uterus, and throws the cervix 
ck. 

For the relaxation of the pelvic floor, attended 
with rectocele, Crossen’s operation is done. No. 
1 chromic catgut is used throughout in this op- 
eration. 

The bowels are not moved for several days. The 
catheter is not used unless necessary, and after 
each voiding the parts are sprayed off. After 
forty-eight hours, a short vaginal douche of 
sterile water is given through a catheter, morn- 
ing and night. For diet, the white of an egg 
in one-third tumbler of flavored water is given 
every three hours when awake, for six days. 
Water ad. lib. 


MYOMATA UTERI. 


Dr. Stephen Rushmore operated upon a col- 
ored woman, 29 years old, who had been married 
eleven years, but had never been pregnant. Men- 
struation began at 12 years, had always been 
regular, lasted 3 to 4 days, never profuse or 
painful, until the last year, when the flow has 
increased in amount, and lasted 6 or 7 days, 
often with clots. There had been a vaginal dis- 
charge for the previous four months with drag- 
ging down feeling in the back and lower ab- 
domen; patient lost 15 pounds in the last four 
months. The urine was normal; hemoglobin 75 
per cent., and blood count showed 11,000 leu- 
coc 

Examination showed no sign of infection of 
the urethra or vulvo-vaginal glands; the outlet 
was not relaxed; the cervix was fairly well up 
in the vaginal vault. The body of the uterus was 


irregular in outline, hard, firm, rising nearly to 
the umbilicus. A median abdominal incision 
was made from just below the umbilicus to the | 
symphysis. The liver, stomach, gall-bladder and 
kidneys were normal. Omentum and intestines 
adherent in the pelvis by thin, filmy adhesions to 
the top of the enlarged, irregular uterus. These 
were freed and the intestines packed back and 
many adhesions in the pelvis of the enlarged 
uterus, tubes and ovaries were cut. In the 
uterus were two myomata, one near the right 
cornu, about one and one half inches in diame- 
ter, extending into the right broad ligament 
somewhat. The second was about three and one 
half inches in diameter, globular and extending 
into the left broad ligament. On account of the 
adhesions and the impossibility of lifting the 
uterus, it was removed first, going down on the 
left side, across the cervix and up on the right 
side. The tubes were closed, and were adher- 
ent, so they were removed with the right ovary. 
The left ovary was so adherent that only part of 


it was cut away. The cervix was cupped and 
closed; raw areas were closed over with 
toneum after suspending the stump of cervix to 
the stumps of the round ligaments. 

The vermiform appendix was normal, and was 
removed, inverting tied stump through purse- 
string of linen thread and reinforcing. 

Closure in four layers with catgut and silk- 
worm gut in fascia and skin. 

Comment. Owing to the shape, size and posi- 
tion of the larger myoma and the adhesions of 
the tubes and ovaries, it was difficult to expose 
the ovarian vessels, so that the incision for re- 
moval was made between the uterus and the 
left tube and ovary. Then by grasping the tu- 
mor with heavy, long-toothed forceps, it was 
easily rotated in the pelvis, exposing the left 
uterine vessels. These were tied and cut, and 
the incision was carried across the cervix, ro- 
tating the uterus still further, and up on the 
right side between uterus and tube and ovary. 
Where space is limited and the operator can see 
only a little way ahead, by working close to the 
uterus and tumor, injury to important struc- 
tures can generally be avoided. When the larger 
mass is removed there is plenty of room for 
dealing with the adherent structures laterally, 
which also are near the large blood vessels. 

A portion of the left ovary was not removed 
because it makes very little difference with these 
patients, clinically, whether a fragment of the 
ovary is left or removed, and leaving it is much 
easier than digging it out and perhaps getting 
raw areas which require packing and a drain to 
check oozing of blood. 

The stump of the cervix was left. In the first 
place, the probability of danger from the cer- 
vical stump is slight, but the danger is, of course, 
a very serious one; cancer may develop. Then 
the post-operative mortality and morbidity is 
slightly greater after pan-hysterectomy. As to 
the advisability of removing the cervix, opinion 
is divided at present, but the older view, pre- 
ferring leaving in the stump, still prevails. 

A cone-shaped piece of cervix was removed 
before closure. By many this procedure is pre- 
ferred to the use of the cautery. The knife gives 
two clean surfaces which heal quickly when ap- 
proximated and, by carrying the incision low 
into the cervix, most of the gland-bearing area 
ean be removed. The cautery gives a slough 
which must separate before healing takes place 
and which may easily become infected. Further- 
more, it does not seem probable that the use of 
the cautery is more likely to prevent carcinoma 
later than is the knife. If anything is thought 
necessary to prevent carcinoma, the reasonable 
procedure is to remove the cervix. 

The stump of the cervix was suspended by the 
stumps of the round ligaments. This gives sup- 
port to the cervix, important in multiparous 
women, and makes covering over raw areas with 
peritoneum easier, appropriate for all cases. 
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OLD INFECTIOUS ARTHRITIS WITH ANKYLOSIS OF 
THE METATARSO-PHALANGEAL JOINTS. 


Patient gave a history of old infectious arthri- 
tis of ten years’ duration in which the joints of 
the toes were ankylosed, all of the metatarsal 
shafts being dislocated, resulting in the heads 
of the metatarsals being so prominent that the 
patient when walking bore weight directly on 
the heads, and causing almost total incapacity. 

Dr. W. R. MacAusland (by invitation) oper- 
ated, making a semicircular incision on the bot- 
tom of the foot, removing the distal heads of all 
me bones. 

Note. Results of this excision are most satis- 
factory in those types of long-standing arthritic 
eases in which the heads ave dislocated, result- 
ing in tender, painful forefeet. 


HYPERMOBILE SEMILUNAR CARTILAGE. 


Dr. W. R. MacAusland (by invitation) oper- 
ated upon a young woman who, fortwo months, 
had complained of pain and swelling in the right 
knee; the pain came on suddenly, the joint 
‘‘caught’’ when walking and it was impossible 
to fully straighten it. She had been in the hos- 
pital six weeks; when she was admitted the knee 
was in 10 degrees permanent flexion; there were 
pain, sensitiveness and swelling in the region of 
the internal semilunar cartilage, and there was a 
small amount of fluid in the joint; x-rays were 
negative. Under rest and strapping there had 
been no improvement. 

A lateral incision was made on the inner*side 
of the knee and the internal semilunar cartilage 
found to be hypermobile. Nothing else was found 
in the knee joint to account for symptoms. This 
cartilage was removed in toto. 

Patient since that time has made a satisfac- 
tory and rapid convalescence ; 90 degrees motion 


in knee joint and walking without pain at the’ 


end of three weeks. 

Note. The findings of persistent swelling, 
tenderness, and pain in the region of the inter- 
nal semilunar cartilage, together with small 
amount of fluid, and particularly limitation of 
motion in complete extension, point toward in- 
jury of the internal semilunar cartilage. It is 
not necessary for a cartilage to be actually brok- 
en or entirely torn from its attachment to give 
symptoms. Removal of the cartilage in toto 
gives satisfactory results. 

Water C. Howe, Secretary. 


AMERICAN PROCTOLOGIC SOCIETY. 


NINETEENTH ANNUAL MEETING, at New 
York, N. Y., June 4 ann 5, 1917. 
The President in the chair. 
Officers elected for the ensuing year: 
Jerome M. Lynch, M.D., New York, 


Vice-President, E. H. Terrell, M.D., Rich- 
mond, Va. 

Secretary-Treasurer, Collier F. Martin, M.D., 
Philadelphia, Pa. 

Executive Council: 

1. Alfred J. Zobel, M.D., San Francisco, Cal. 

2. Jerome M. Lynch, M.D., New York, N. Y. 

3. T. Chittenden Hill, M.D., Boston, Mass. 

4. Collier F. Martin, M.D., Philadelphia, Pa. 

The next Annual Meeting will be held in Chi- 
cago, Ill., June 10, 11, 1918. 


THE PLACE OF THE PROCTOLOGIST IN A DIAGNOSTIC 
GROUP. 


By Alfred J. Zobel, M.D., F.A.C.S., San Fran- 
cisco, Cal. 


( Abstract.) 


Dr. Zobel in his address stated that the char- 
ter members of the American Proctologic Soci- 
ety were the pioneer teachers and practitioners 
of modern proctology. Through the efforts of 
the fellows of the Society, proctology has re- 
ceived recognition as a specialty, both from the 
American Medical Association and the Amer- 
ican College of Surgeons. 

Attention was again called to the fact that 
but few of the undergraduate medical schools 
give any adequate instructions in entero-proc- 
tology, by qualified men. In sharp contrast to 
this, it is noted that in every postgraduate med- 
ical school in the country there is a department 
of rectal and colonic surgery, whose existence is 
amply justified, not only by the number of pa- 
tients which it treats, but by the large attend- 
ance of postgraduate students. 

It is urged that the undergraduate medical 
schools, particularly those attached to univer- 
sities, should take heed of the demands and 
needs of modern medicine, and that they should 
begin to realize that failure to impart instruc- 
tion in entero-proctology, and in the other rec- 
ognized specialties which have arisen in late 
years, impairs their standing as thorough teach- 
ing institutions. 

Up to about twenty years ago, all the medical 
needs of a community were attended to by the 
so-called family doctor. But, year after year, 
changes have been going on until today is the 
day of the specialist. 

This era of specialism gives evidence of the 
advancement and betterment of the whole pro- 
fession ; it means far more efficient service ren- 
dered to the public than it has received in the 

ast. 


It now requires a close and almost undivided 
attention to that subject alone, if one wishes to 
keep abreast with what is being accomplished in 
any special line of work. : 

With more knowledge and longer experience, 
the specialist better realizes the close relation- 
ship existing between his particular field and 
all the other parts of the body. He further 
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learns that while, from devoting his entire atten- 
tion to his own special work, he excels therein, 
he consequently lacks knowledge, experience 
and adeptness in that of others. As a result, 
lately, among progressive men, there has arisen 
a movement to form what is known as ‘‘diag- 
nostic groups.’’ Group diagnosis is not a new 
idea. It has been used for years in the post- 
graduate schools, which are the only institu- 
tions possessing a staff of clinicians in every 
specialty of medicine and surgery. The present 
movement is simply an elaboration and an ex- 
tension of the original idea. 

Every diagnostic group should include spe- 
cialists in every branch of medicine and sur- 
gery. In it should be an entero-proctologist, 
with training and experience sufficient to war- 
rant the interpretation of his findings being 
considered of some value. 

The Fellows of the American Proctologie So- 
ciety have repeatedly urged the necessity for co- 
operation with the internist, surgeon, and other 
specialists. They have again and again pointed 
out that anal, rectal and colonic lesions often 
give rise reflexly to symptoms which may be 
wrongly attributed to disease in other parts of 
the body, and vice versa. This is especially true 
with regard to the reproductive and urinary 
organs of the male and female. Therefore, in 
the consideration of cases presenting symptoms 
in these parts, it is equally important to secure 
the opinions of the gynecologist, urologist, and 
proctologist before a correct and final diagnosis 
ean be deduced. 

It is the high-class men among the various 
specialists of medicine and surgery who best 
know the value of, and mostly insist upon the 
need for ano-recto-coloniec examinations. They 
are the ones who best understand that through 
long and varied experience, skill in the use of 
the illuminated pneumatic sigmoidoscope, and 
ability to interpret correctly what is seen, the 
entero-proctologist is the one who should be re- 
lied upon to do this part in the diagnostic 
scheme. 

The time has already arrived when even the 
laity recognize this, and they are now quick to 
take cognizance of the neglect of their medical 
adviser to secure for them an expert examina- 
tion of the rectum and colon. 

Every diagnostic group should include a com- 
petent proctologist. Only then will it be worthy 
of the name of ‘‘diagnostie group.”’ 


ADULT RECTAL PROLAPSE: TWO CASES AND A CON- 
TRAST. 


By Ralph W. Jackson, M.D., F.A.C.S., Fall 
River, Mass. 
( Abstract. ) 


Too few papers have appeared from the pens 
of proctologists on the major types of rectal pro- 
lapse. The subject deserves more attention. 
Two sharply contrasting cases bring out the 


writer’s views on the therapy. The first was 
operated four times; extensive regional cauter- 
ization resulting in recurrence; posterior recto- 
pexy resulting in recurrence; amputation, re- 
sulting satisfactorily as regards anal prolapse, 
but leaving a very large posterior vaginal her- 
nia, which was promptly cured by cul-de-sac 
closure with sigmoid-utero-ventral wall suspen- 
sion. The second, and less favorable, case was 
promptly cured by one operation identical with 
the final operation in the first case. The pelvic 
floor as a support depends on the sufficiency of 
four factors. The pelvic fascia is variable in 
strength and attachments, varying the depth of 
the peritoneal cul-de-sac. The strength of the 
levators and their uplift is not a constant thing. 
The anal and vaginal orifices may be guarded 
by sphincters, peri-vulvar muscles, a perineum 
and levators which are imperfect through 
trauma or atrophy. An amount of adipose pad- 
ding about these structures is essential, but 
often lacking. The rectum has imperfect sup- 
port above the pelvic floor, and its anterior wall 
none at all. Prolapse begins here from external 
pressure, or begins below as anal protrusion, but 
eventually the prolapse contains a hernial eul- 
de-sac. Regional cauterization is inadequate to 
meet any such faults. Posterior rectopexy does 
not support the primarily offending part. Am- 
putation removes the troublesome part, but does 
not correct the faulty factors, which may allow 
recurrence per anum or per vaginam. Cul-de- 
sac closure, though a difficult operation, goes far 
toward such correction, and suspension helps. 
The writer would summarize, that the operation 
of first choice for these very troublesome pro- 
lapses is cul-de-sac closure through the abdomen. 
plus some form of suspension, to be followed 
and supplemented, if need be, later, by ampu- 
tation or perhaps some plastic work on the ele- 
ments of the pelvic floor. 


RELATION OF HEMORRHOIDAL DISEASE TO THE 
HEALTH BALANCE, 


By William M. Beach, A.M., M.D., F.A.CS.., 
Pittsburgh, Pa. 


( Abstract. ) 


In discussing the ‘‘Relation of Hemorrhoidal 
Disease to the Health Balance,’’ Beach sums up 
as follows: 

1. The deleterious effect upon the patient’s 
mind by increasing his irritability, and making 
him anxious and morose. 

2. The many reflexes coincident with ulcer- 
ated large or small type of hemorrhoids. 

3. The influence upon the so-called vegeta- 
tive functions of the body and intimate associa- 
tions with diseases of the heart, lungs, liver and 
kidneys. 

4. The refractory or retroactive relationship 
in most cases of constipation. 

5. The tendency of neglected cases toward 
infections and cancer. 
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THE PRINCIPLES UNDERLYING THE CLAMP AND 
OPERATION FOR INTERNAL HEMORRHOIDS, 


By W. Oakley Hermance, M.D., Philadelphia, 
Pa. 


( Abstract.) 


The author calls attention to the purpose of 
this form of operation. 

First: To remove actual piles, or pathology. 

Second: To support relaxed pile-bearing tis- 
sue and mucous membrane. After giving minute 
details as to his technic, he insists that only just 
enough tissue be removed to care for the pathol- 
ogy, being sure that columns of mucosa and skin 
be left betwen the eschars, thus preventing any 
undue contraction of the rectal outlet. Unless 
the tissue included in the clamp is excessive, it 
is not eut off, but is destroyed by the careful 
application of the cautery. 

Care is taken that multiple strips of wet 
gauze are placed under the clamp to prevent 
undue radiation of heat to the surrounding tis- 
sues. Careful placing of the clamp, thorough 
cooking of the included tissue, combined with 
the crushing produced by the clamp, is de- 
pended upon to prevent such a complication as 
hemorrhage. After all danger of secondary 
hemorrhage has passed, the insertion of a gloved 
finger will overcome the tendency to contrac- 
tion. 


ORIGINAL RESEARCH WORK ON PRURITUS ANI. 
By Dwight H. Murray, M.D., Syracuse, N. Y. 
( Abstract.) 


Dr. Murray read his seventh annual report 
on original research work in Pruritus Ani. 

He said that he did not feel it necessary to 
continue to report the work in as great detail 


as in past years, because so many men in the 
_aprotessionover. such a wide area, were uni- 
formly reporting a confirmation of his claims 
for the etiology being streptococcus fecalis. 

He said that he is working with Parke, Davis 
and Company for the perfection of a standard 
stock vaccine that can be used by anyone with- 
out the trouble to make cultures. He has used 
some of this stock of polyvalent strain from 
eight successfully treated patients, and the pa- 
tients on whom it was used seemed to improve. 
He has used it only one month, therefore full 
judgment must be suspended until it has had a 
longer trial. 

During the past year he found the patients 
all getting worse at about the same time, an 
finally found that a laboratory worker had 
heen deceiving him as to the strength and kind 
of vaccine; any kind of bacteria was used, and 
few, if any, streptococcus fecalis. The labora- 


tory worker resigned shortly after this, and on 
getting the work in the hands of a proper man 
all went well again. 


Dr. Murray reported that the work of the 
past year had still more strongly proven the 
correctness of the bacterial (streptococcus fe- 
calis) infection theory as the etiology. His con- 
clusions of the work are— 

First: Conclusions of former years are con- 
firmed, and most of them are strengthened by 
experience of the past year. 

Second: The troubles I have had with the 
laboratory worker, as shown herein, give proof 
that the benefit received by patients, following 
the use of streptococcus fecalis vaccine, is not a 
coincident. 

Third: Increasing proof that if rectal pathol- 
ogy is present with streptococcic infection of 
the anal skin, an operation will not cure the 
pruritus ani. 

Fourth: Increasing proof that if rectal pa- 
thology is present without a streptococcus infee- 
tion of the anal skin, an operation will cure the 
pruritus ani. 

Fifth: Continued proof that there may be 
complicating infections of the anal skin, in pru- 
ritus ani, by staphylococcus or B. coli. 

Sixth: Having published six years of re- 
search work, taking into account the report of 
physicians in this country and abroad who have 
confirmed his findings as to the skin infection, 
he feels justified in now claiming that the et- 
iology of pruritus ani is a skin infection, and 
that the streptococcus fecalis is the usual bac- 
terium. 


ADENOMYOMA OF THE RECTUM. 
By Frank C. Yeomans, M.D., F.A.C.S., 


Surgeon to the Central-Neurological and Work- 
house Hospitals; Instructor in Surgery, 
College of Physicians and Surgeons, Co- 
lumbia University, New York City. 


( Abstract. ) 


The writer’s interest in adenomyoma is due 
to the following case, which appears to be 
unique: 

Mrs. V., French, aged 37, the mother of two 
healthy children, was seen in consultation in 
September, 1916, for rectal hemorrhage and 
pain. The important points of her history 
were: pulmonary tuberculosis (?) six years be- 
fore, cured; menses painful, the flow diminish- 
ing; always constipated until three years ago. 
Then occurred attack of diarrhea lasting five 
months, and thereafter intermittent attacks. 
Past year ten to twelve movements daily, con- 
taining blood and mucus. Pain over sacrum is 


djaggravated at menstrual period and with the 


diarrhea. 

Physical Examination. Pale, but well-nour- 
ished woman, weighing 142 pounds. Wasser- 
mann of the blood, negative. Urine normal. 
Chest and abdomen negative. 

Rectal Examination. Three and one-half 
inches up on anterior rectal wall, just above 
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cervix uteri, finger feels a hard, fixed, fairly 
tender mass, the limits of which cannot be de- 
fined. Proctoscope shows a superficial ulcer- 
ation, size of a quarter, at recto-sigmoidal junc- 
ture. This is red, clean, and bleeds freely on 
contact. Vaginal examination negative, except 
in posterior fornix was felt the same mass ap- 
parently the size of a guinea-hen’s egg. 

Operation. Sept. 26, 1917. Left rectus inci- 
sion. No growths were found in liver or other 
abdominal viscera. The tumor was located in 
anterior wall of sigmoid just above its juncture 
with the rectum, and extended down two 
inches on rectum, cervix uteri and posterior vag- 
inal wall. Lower third of sigmoid was mobil- 
ized, including small portion of posterior wall 
of uterus and its cervix, and superior hemor- 
rhoidal artery was ligated. Then the abdominal 
wound was closed, and in lithotomy position the 
operation was completed by a typical Genu- 
Tuttle extirpation of the rectum, including the 
posterior vaginal fornix. Patient reacted 
promptly from the immediate shock of the op- 
eration. Bowels acted on third day, and urion 
of sigmoid to peri-anal skin was primary except 
at one spot, which soon granulated. Patient left 
hospital in three and a half weeks, and is now 
well, having normal anal sensibility for bowel 
actions, which occur once or twice daily, with 
normal control. Vaginal and rectal examina- 
tions show no abnormalities. 

Interest in this and similar tumors in this lo- 
cation centers in their 

(a) Origin. Suggested origins are uterine 
mucosa, Wolffian ducts, and ‘‘embryonic rests 
persisting from the fusion of Miiller’s ducts.’’ 
The author’s case was clinically an intestinal 
growth. Dr. James Ewing, after careful study, 
reported, ‘‘the most likely origin is from super- 
fluous material derived from that portion of the 
lower gut which continues on in the embryo to 
the bladder and allantois, and which normally 
atrophies. Persistence of a portion of this seg- 
ment would furnish a source of smooth muscle 
and intestinal epithelium. I do not think the 
tumor is of Miillerian origin.’’ 

(b) Symptoms. Varying with the develop- 
ment and site of the growth, the symptoms 
would be: obstructive, dysenteric or neuralgic. 

(c) Diagnosis. Tumor imparts a rather char- 
acteristic feel. Apt to be mistaken for infil- 
trating, inoperable malignant growth. 

(d) Prognosis. Histologically it is benign. 
Clinically it may be malignant from the symp. 
toms to which it gives rise, or actually undergo 
malignant change. 

(e) Treatment. Surgical removal at the 
earliest date possible. The abdominal route is 
preferable, but if tumor is at recto-sigmoidal 
juncture a combined operation will probably 
be necessary for its removal, as was success- 
fully done in the writer’s case. 


PELLAGRA, THE PELLAGROUS INTESTINE, AND PERI- 
COLIC VEILS. 


By John L. Jelks, M.D., Memphis, Tenn. 
(Synopsis. ) 


Dr. John L. Jelks describes recto-colonic con- 
ditions in pellagra, gives his observations in 
pellagra, which he has contended for seven 
years is an infection, which begins in the intes- 
tine in a similar manner as does typhoid fever; 
and contends that in all active or acute cases 
of pellagra he finds pathology in the intestines 
commensurate with other symptoms. 

The speaker describes the prodromal and the 
late symptoms, and both the early and late 
pathology observed by him. The speaker de- 
seribes the intra-abdominal, as well as also the 
gut pathology, in the different stages. 

The speaker says pellagra seldom develops in 
sanitary and screened homes, and believes that 
sanitation, isolation, and the elimination of raw 
vegetables as a diet, and effectual screening, 
will control pellagra. He refers to the fact that 
the negroes and poor whites in his section have 
more money, and more to eat and a greater 
variety of diet than they ever had, yet that pel- 
lagra is increasing rapidly in the outlying dis- 
tricts about Memphis, though it seldom extends 
over into the sewered and screened section of the 
city proper. The speaker referred to a recent 
ordinance that had passed in the city of Mem- 
phis, requiring doctors to report all cases of 
pellagra, and to exercise the same precautionary 
measures in these as in cases of typhoid fever. 


NEO-PROCTOLOGY: A GLIMPSE INTO THE FUTURE. 


By Jerome Morley Lynch, M.D., F.A.CS., 
New York City. 


( Abstract.) 


We cannot claim for proctology that it is a 
new field of effort. It was practised centuries 
ago. In early records are described the cutting 
of a fistula and the ligature operation for hem- 
orrhoids. While, therefore, technic offers no 
novelties, physiologic surgery affords a most 
promising field for the further development of 
proctology. 

The observations of the ancients were remark- 
ably accurate, and, considering the limited 
amount of detailed knowledge at their com- 
mand, are as wonderful examples of the power 
of human induction as many of the best con- 
clusions of the modern day. Consider, for ex- 
ample, their decision that a hemorrhoidal flux 
was in some cases to be regarded as beneficent. 
Whether or not the cause was known as we 
understand it today, to be hepatic cirrhosis or 
right heart engorgement, still, for all, the ob- 
servation is based upon as sound philosophy as 
could possibly be adduced today. 
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It is well for us, in the occasional mental 
stock-taking (which is periodically forced upon 
us) to bear in mind that the tendency of modern 
scientific instruments of precision, together with 
all the wonderful array of laboratory tests, 
while of indisputable value, are, in a certain 
sense, of greater value to the patient than to 
the physician, for they certainly tend to take 
from the latter the necessity for that keenness 
of perception and correlative interpretation of 
symptoms, which was the distinguishing charac- 
teristic of the earlier physicians, whose chief 
reliance was their own mental activity. 


REPORT OF A CASE OF IDIOSYNCRASY TO QUININE 
AND UREA HYDROCHLORIDE. 


By Collier F. Martin, M.D., Philadelphia, Pa. 
( Abstract. ) 


Martin reports a case of toxic symptoms ap- 
pearing in a patient from an injection of 3 m. 
of a 10% solution of quinine and urea hydro- 
chloride. The symptoms complained of by the 
patient were swelling of the hands and feet, 
and numbness of the extremities. For a few 
hours there was some difficulty in respiration, 
associated with a tendency to fainting and some 
nervous perturbation. Later there developed 
an urticarial rash, covering the entire body, 
associated with intense itching. The attack 
subsided in about two days, leaving the patient 
with no alarming symptoms. The patient has 
had two previous experiences, and certainly 
should have informed her physician of her sus- 
ceptibility. The case is cited simply to note one 
of the complications which may occur when 
using this drug. 


THE NON-SURGICAL TREATMENT OF SPLANCHNO- 
PTOSIS 


By Rolla Camden, M.D., Parkersburg, W. Va. 
( Abstract. ) 


Without going deeply into the etiology, pa- 
thology, and symptoms and diagnosis of 
splanchnoptosis, attention is called to the neces- 
sity for treatment first along conservative lines 
of medicinal, personal and mechanical aids in 
this condition, rather than the surgical treat- 
ment usually offered. 

Normally, the viscera are held in place by 
their respective supports, and intra-abdominal 
pressure, these being aided by proper poise of 
the body. 

In splanchnoptosis the poise is bad, with the 
resulting loss of intra-abdominal pressure and 
of supporting visceral attachments. 

Splanchnoptosis, divided into simple and 
complex: simple when there are no restraining 
adhesions and the organs are returnable to their 
normal positions; complex (extravisceral), 
when they are retained out of place by adhe- 
sions, and are not, therefore, returnable to their 
normal places. 


Our endeavor should be to restore viscera to 
their normal places and maintain them there. 
This is to be accomplished by personal efforts 
of the patient by correction of posture, certain 
abdominal exercises, massage, vibration, and 
hydrotherapy, and medical treatment as indi- 
cated after gastric and enteric analyses. 

Other means are external or mechanical, such 
as shoulder braces, abdominal supports, corsets, 
ete., modified to suit the patient and raising foot 
of the bed. 

Attention is called to the difficulty of obtain- 
ing proper and constant support to thin indi- 
viduals with small abdomens and prominent 
hip-bones, with suggestions for modifying the 
usual mechanical aids offered. 


NEGLECTED RECTAL EXAMINATIONS. 
By James A. MeVeigh, M.D., Detroit, Mich. 
( Abstract. ) 


A thorough rectal examination is a source of 
comfort to the patient and satisfaction to the 
doctor. It enables the latter to make a correct 
diagnosis and advise proper treatment. 

Rectal examinations are not difficult, and 
should be ocular, digital, and instrumental. 
The physician should never accept the patient’s 
diagnosis. This is not infrequently done, and 
such an unscientific procedure is usually pro- 
ductive of unsatisfactory result. 

Indifference and carelessness on the part of 
members of the medical profession in conduct- 
ing rectal examinations are being rapidly less- 
ened, owing largely to the influence of the 
American Proctologie Society. The remedy lies 
in persistently reminding the men engaged in 
general practice of the necessity of making 
thorough rectal examinations whenever indi- 
cated, and the men who are following this spe- 
cial line of work are the ones who must be most 
active in conducting this eampaign of education. 


Book Reviews. 


The Healthy Girl. By Mrs. JosepH CuNNING, 
M.B., Lond., and A. CamppetL, B.A. Lon- 
don: Henry Frowde and Hodder and 
Stoughton. 


This volume is intended as a manual of per- 
sonal hygiene for school girls, and is well writ- 
ten, at once from the scientific and popular 
standpoint. It is divided into a series of chap- 
ters dealing with various bodily functions, and 
is illustrated by a series of twenty-one text cuts. 
It should be a useful guide to place in the hands 
of girls at the proper age. 
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THE MAN WHO STAYED AT HOME. 

A RECENT popular melodrama which has met 
with well-deserved success at a local theatre de- 
scribes the difficulties of a certain man whose 
duties demanded that he stay at home and 
assume the réle of a slacker in order to do his 
share for his country. His position was a diffi- 
eult and at times a painful one. He was mis- 
understood and abused. We all welcomed the 
last act which showed this man in his true light 
and made him the hero of the play. 


A situation somewhat analogous to this exists 
in the medical profession of this country at the 
present time. A large number of physicians 
have been fortunate enough, and we use the 
term ‘‘fortunate’’ advisedly, to come within the 
draft age or to have already joined the Medical 
Reserve Corps or to be so situated that they 
have been able to offer their services to the 
Army and Navy or elsewhere. We have each 


of us attended functions to honor these men on 
their departure to France to represent us in this 
great war. We have sung and laughed and pre- 
sented gifts on such occasions, while each of us 
has sincerely envied our more fortunate bro- 
thers in uniform. While neither our friends over- 
seas, who apparently are enjoying their hard 
work and new, though perhaps rough, experi- 
ences, nor we who stay at home with increasing 
burdens medical and financial, and decreasing 
supplies of sugar and coal, need any sympathy, 
there is a certain group of physicians who do 
need sympathy and encouragement. We refer 
to the superintendents and physicians of the 
sanatoria for consumptives, institutions for the 
insane and others in Massachusetts. The life 
of these men is, at the best, none too pleasant. 
They and their families live in an atmosphere of 
ill health and disease—physical or mental. The 
compensation they receive is inadequate, to say 
the least. They are only too often harassed and 
badgered by legislative committees, commissions 
to investigate and report, and so-called bureaus 
¢/of efficiency and economy, whose knowledge of 
t/the conditions they so freely criticize is far too 
often a superficial and inadequate one. These 
men have lost many of their best and most effi- 
cient assistants and helpers, who have entered 
the Army or who have accepted more remu- 
nerative and pleasanter situations elsewhere. In 
the Massachusetts sanatoria for tuberculosis we 
are glad to note that, despite the pressure 
brought to bear, none of the superintendents has 
handed in his resignation. The same may be 
said of the State institutions for the insane, and 
in fact practically all of our State institutions. 
At some of our largest State asylums, normally 
having a staff of ten to twelve physicians, there 
are only three or four physicians left to do the 
work. In addition to this extra work thrown 
upon their shoulders by the decreased force at 
the institutions themselves, many of these men 
are serving on committees for reconstruction 
work and other war activities. The work that 
these men are doing in keeping these institutions 
up to the highest possible standard is exactly as 
important as the work of their more fortunate 
brothers overseas. It is absolutely essential that 
our campaign against consumption, for instance, 
should be continued at the very highest possible 
efficiency, so that when the time comes we can 
make provision and have the adequate machin- 
ery in operation and running smoothly to care 
for tuberculous soldiers from overseas. 
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This is the work that these superintendents 
are doing. They have stuck by their posts. 
They have assumed increasing burdens, and are 
cheerfully and quietly doing the duty that lies 
nearest to them, and are doing it well. They do 
not wear uniforms, nor do they seek nor receive 
recognition. They are the men who are staying 
at home, as did the man in the play. Let us 
hope that, sooner or later, the important service 
that they are doing for their country will re- 
ceive the recognition it deserves. 


WAR-RISK INSURANCE. 


In recent previous issues of the JouRNAL we 
have commented editorially from time to time 
on the Government plan of war-risk insurance. 
There has been some uncertainty in this connec- 
tion with reference to the question whether such 
insurance was intended to cover partial as well 
as total disability. The following letter from 
Colonel Straub to Dr. George W. Gay of this 
city, would seem to clear up the matter and 
settle it finally. 


‘*Headquarters Northeastern Department, 
Department Surgeon’s Office, 
25 Huntington Avenue, Boston. 
February 4, 1918. 
My dear Dr. Gay: 

In the letter regarding insurance that I sent 
you on January 24, there seemed to be a dis- 
crepancy between the information that I gave 
you, and that which you had received from the 
Deputy Commissioner of Customs. This dis- 
crepaney is to be explained as follows: 

Insurance of two sorts is provided by the 
United States Government for its soldiers who 
die or who are disabled. One kind of insurance 
is called ‘compensation,’ and practically re- 
places the former pension system; the other sort 
is called ‘war-risk insurance.’ 

This ‘compensation’ is payable to the bene- 
ficiary, for the death of the soldier, or to the 
soldier for partial or total disability; it is auto- 
matic in its operation, since the soldier receives 
the benefits of compensation, without action on 
his part. This was the type of insurance for 
partial disability that I referred to in my letter 
of January 24 to you. 

The war-risk type of insurance is taken out by 
the soldier himself for such amount as he chooses 


up to $10,000. The opportunity to apply for 
this form of insurance expires within 120 days 
of entry into active service. This ‘voluntary’ 
insurance is.payable only for death or total dis- 
ability. 

The two types df insurance described above— 
one automatic, and called ‘compensation,’ and 
one voluntary—are entirely distinct, separate, 
and supplementary to each other. That is, the 
monthly payment under the ‘compensation’ to 
the soldier who is permanently disabled, is in 
addition to any payment which he may or may 
not have provided for himself by taking out 
voluntary war-risk insurance. 

P. T. Srraves, 
Colonel, Medical Corps, U. S. A.”’ 


PNEUMONIA. 


At a time when pneumonia is the chief cause 
of death in our armies at home and in the field, 
and when it is also particularly prevalent 
among our civil population, there is peculiar 
timeliness in the two leading articles of this 
week’s issue of the JourNaL. The paper by Dr. 
Shattuck and Dr. Lawrence summarizes the ex- 
perience of the Massachusetts General Hospital 
in the treatment of this disease during the 
period from 1889 to 1917, and is a sequel to a 
similar paper by Drs. Coolidge and Townsend, 
published in 1889 and abstracted in the Jour- 
NaL of June 27, 1889 (Vol. exx, p. 643). Dr. 
Leen’s paper is a study of strains of pneumo- 
eoeei, and of the serological treatment appro- 
priate to different strains. The attention of 
physicians is directed to these two articles and 
to the progress which they connote in the 
knowledge and treatment of pneumonia. 


MEDICAL NOTES. 


WAR NOTES. 


Deatu Rate Germany.—The Maasbode, an 
Amsterdam daily, publishes a report of death 
rates in Germany from its Berlin correspondent. 
From the beginning of the war up to the end of 
1916 there were over a million more deaths in 
Germany than is normally the case. 
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‘*For the first three years, the entire loss by 
mortality is said to have been 3,700,000. Thus 
instead of the normal increase of 2,400,000 there 
was on August 1, 1917, a decrease of 600,000 to 
which another 700,000 was added as a result of 
the decline in birth figures that ‘still continues. 
The absolute decrease in the population after 
three years, therefore, would have been 2% 
of the number at the beginning of the war. 

Other phenomena are to be expected for the 
near future. Instead of 14,000,000 the men be 
tween the ages of 17 and 45 will number only 
12,700,000; and instead of 800,000, as now, the 
excess of women over men will be 2,100,000. It 
is not yet known how the war losses will be 
spread over the various ages, but it looks as if 
there will be 1100 women to every 1000 men of 
marriageable age. For these reasons, and in 
view of the fact that there will be a large num- 
ber of invalids among the men, the marriage 
chances must be termed greatly reduced,—a fact 
which will in its turn produce further shiftings 
on the labor market, that on their part will again 
react on the population movement. 

The war is not regarded—at any rate by ex- 
perts—as harmful to infants. Natural feeding 
is far more general than formerly in all classes 
of population, and the results are good, as the 
food authorities apportion to the mother the 
food for the child, as, for example, 1 litre of milk 
per day. Infants have a right to 1 litre of milk 
daily, 50 grammes of sugar, and 200 grammes 
of flour a week and 1 pound of oatmeal a month, 
and can do well on that. 

The food question becomes more difficult in 
the child’s second year, as vegetables and fruits 
are scarce, at any rate in the large towns, so 
that the potato has to take the place of these. 
The counsel is now heard more frequently to 
restrict gymnastic exercises and, following the 
example of the marmots, to substitute the food 
that is lacking by sleep, and to see that the chil- 
dren get long nights of sleep.’’ 


War Funns.—Following a period of 
relative recent inactivity, the sponsors of the 
New England Belgian Relief Fund have issued 
a new appeal for funds to continue the work of 
relieving destitution among Belgians, whereso- 
ever dispersed. This work will continue in charge 
of Mr. Hoover. In issuing this fourth annual 
appeal Mr. John §. Codman, manager of the 
fund, points out that changed conditions re- 
garding shipping give opportunity for larger 
shipments to the Belgians, and submits the fol- 


lowing summary of the fund’s financial opera- 
tions from October, 1914, to December, 1917, 
inclusive (three years and three months) : 


RECEIPTS, 
$663,058.34 
DISBUBSEMENTS. 
Expended for relief— 

Food and clothing .......... 16 

Cash distribution ............ 246,167.95 
973.11 

——_ of collection and administration of 


Advanced to headquarters and 
covered by assets there (see 


Note—Assets at headquarters on Jan. 1, 1918, as 
listed by the auditors, were as follows: 


95696666000 9,280. 
Accounts receivable 1,640.45 
Insurance unexpired 49.87 
$19,502.76 
Accounts payable 1,525.94 
$17,976.82 


The New England Belgian Relief Fund, un- 
like many other relief organizations, has no 
special fund contributed to cover the necessary 
expenses of collection and administration. The 
figures above include all cash contributions and 
all disbursements for expense, such as advertis- 
ing and other publicity, and managerial and 
clerical expense connected with the collection of 
money and its expenditure for relief purposes. 
It will be noted that the total expense is $37,- 
293.09, as compared with total receipts amount- 
ing to $663,058.34, or less than six cents out of 
every dollar contributed. 

On February 7, the totals of the principal 
New England War Relief Funds reached the 
following amounts: 


Belgian Fund ................ $638,468.14 
Armenian-Syrian Fund ...... 278,875.37 


HeautH Conpitions at Army Camps.—The 
Surgeon-General reports that for the week end- 
ed February 1 that there is a slight decrease in 
deaths from pneumonia. The total number of 
deaths was 178, pneumonia being responsible for 
117 of these. The Regular Army, as usual, had 
the lowest death rate, with 29. There were 69 
deaths in the National Guard and 87 in the 
National Army. 


| 
| 
Cash in hands of treasurer, Jan. 
$27,768.10 
8,024.04 
35,792.14 
Total + $000,008.34 
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BOSTON AND MASSACHUSETTS. 


Week’s DeatH Rate 1x Boston.—During the 
week ending Feb. 9, 1918, the number of deaths 
reported was 312, against 290 last year, with a 
rate of 20.78, against 19.58 last year. There 
were 43 deaths under one year of age, against 
42 last year. 

The number of cases of principal reportable 
diseases were: diphtheria, 92; scarlet fever, 56; 
measles, 125; whooping cough, 62; typhoid 
fever, 2; tuberculosis, 54. 

Included in the above were the following 
eases of non-residents: diphtheria, 12; scarlet 
fever, 9; measles, 2; tuberculosis, 5. 

Total deaths from these diseases were: diph- 
theria, 6; scarlet fever, 2; measles, 1; whooping 
cough, 5; typhoid fever, 1; tuberculosis, 23. 

Included in the above were the following non- 
residents: diphtheria, 4; measles, 1; tuberculo- 
sis, 2. 

APPOINTMENT OF Dr. McBain.—Dr. Wil- 
liam H. McBain of Malden has been appointed 
city bacteriologist and physician in charge otf 
the Malden contagious hospital. He succeeds 
Dr. C. H. Staples, who has resigned. 


RESIGNATION OF Dr, ALLAN McLauGHLin.— 
Dr. Allan J. McLaughlin, health commissioner 
of Massachusetts, has been recalled to Washing- 
ton by federal authorities. He will become as- 
sistant surgeon-general in the public health ser- 
vice of the United States. As second in com- 
mand he will have control of all the domestic 
health work in the United States, particularly 
with respect to the military cantonment areas. 
An appreciation of Dr. McLaughlin’s work 
since he has been in this state appears in the 
daily press. 

**Those who follow the cause of public health 
and sanitation in Massachusetts will regret to 
learn that our State commissioner of health, Dr. 
McLaughlin, has tendered to Governor McCall 
his resignation. Four years ago the State 
House was the scene of legislative turmoil over 
a proposed reorganization of the State Board of 
Health, which for more than a quarter of a cen- 
tury had faithfully served the State and won for 
it the highest place among all similar boards in 
America. Much ignorant and ill-timed crit- 
icism found vent, and eventually a new form of 
organization was enacted similar to one which 
had recently been successfully inaugurated in 
the State of New York. A Department of 
Health took the place of the old unpaid Board, 


headed by a paid commissioner and a Public 
Health Council. With commendable painstak- 
ing and wisdom Governor Walsh chose for the 
new and trying position Dr. Allan J. MecLaugh- 
lin of the United States Public Health Service, 
who had won his spurs by service in the Phil- 
ippines, in Europe and in America. 

From the outset Dr. McLaughlin showed great 
sagacity and a fine appreciation of the Mass- 
achusetts spirit. He surrounded himself by a 
council of sanitary leaders wisely selected, to 
whose opinions and advice he has always been 
ready to listen. He retained as the heads of 
such departments as sanitary engineering, food — 
and drug inspection and chemistry the experi- 
enced workers of the old board. He has never 
played politics. He has inaugurated new meth- 
ods of appointment of district health officers, 
new methods of dealing with old diseases, new 
methods of public health education. In short, 
he has kept the standard high and has main- 
tained the best traditions of State service to the 
public health, for which Massachusetts has long 
been famous. And now he returns to the 
United States Public Health Service, by which 
he had only been lent to Massachusetts, in an- 
swer to an imperative call to duty at the office 
of that service in Washington. The care of the 
civilian population is second only in importance 
to that of the Army and Navy, and war condi- 
tions have put so many new and heavy burdens 
on the Federal Public Health Service that its 
surgeon-general has summoned Dr. McLaughlin 
to his immediate personal staff for active duty. 
He will take with him the respect and gratitude 
of the people of Massachusetts for his faithful 
and honorable service to the Commonwealth. 
His resignation also lays upon the governor a 
heavy burden in the choice of a worthy succes- 
sor.”’ 


Tue Norro.tk District MepicaL Socrery.— 
A regular meeting of the Society will be held at 
the Homeopathic Hospital, Evans Memorial 
Building, 80 E. Concord Street, Tuesday, Feb. — 
26, at 7 p.m. sharp. The program is as follows: 
Inspection of the hospital; Business; Communi- 
cations; ‘‘The Venereal Problem—The State 
Department of Health Viewpoint,’’ M. E. 
Champion, M.D., State Dept. of Health; ‘‘The 
Venereal Problem—The Army Viewpoint,”’ 
Lieut. E. M. McKee, S.C.N.A.; ‘‘The Venereal 
Problem—The Navy Viewpoint,’’ Lieut. H. P. 
Stevens, M.D., U.S.N.R. 
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Che Massachusetts Medical Society. 


STATED MEETING OF THE COUNCIL. 

A sTATED meeting of the Council of the Mas- 
sachusetts Medical Society was held in John 
Ware Hall, Boston Medical Library, Wednes- 
day, February 6, 1918, at 12 o’clock, noon. The 
President, Dr. Samuel 6. Woodward, was in the 
chair and the following 67 Councilors present: 


BARNSTABLE, 
Cc. W. Milliken. 
BrRIstoL Souru, 
E. F. Curry. 
Essex Nortu, 


H. Noves. 


J. J. O'Sullivan. 


T. F. Greene. 
hk. W. Hastings. 
Bradford Kent. 
T. J. Murphy. 
J. W. VDratt. 
S. H. Rubin. 
Victor Safford. 
R. D. Schmidt. 
H. F. R. Watts. 


Essex Sours, MOUTH, 
R. E. Bicknell. Gilman Osgood. 
H. K. Foster. A. E. Paine. 
HAMPDEN, SUFFOLK, 
E. P. Bagg, Jr. H. F. Vickery. 
R. A. Greene. S. Boland. 
A Knowlton. G. W. W. Brewster. 
Mipp.esex East, W. L. Burrage. 
FE. S. Jack. A. Codman. 
MIppLESEX NortH, J. A, Cogan. 
W. B. Jackson. F. J. Cotton. 


E. G. Livingston. 

M. A. Tighe. 
MIDDLESEX 

HW. T. Baldwin. 


G. Cutler. 
R. L. DeNormandie. 
Albert Ehrenfried. 


F. E. Bateman. C. M. Green. 

Bigelow. J. L. Morse. 

Cook. Anna G. Richardson. 
A. W. Dudley. G. G. Smith. 
Edward Mellus. R. M. Smith. 

Mongan. A. K. Stone. 

PF. H. Stevens. F. B. Talbot. 

F. R. Stubbs. Walker. 

Julia Tolman. Worcester, 


G. W. Whiting. 
Alfred Worcester. 


rR. W. Greene. 
David Harrower. 


J. Young. A. G, Ward. 
NORFOLK, G. O. Ward. 

Brigham. S. B. Woodward. 

W. Dana. Worcester Nortn, 

C. B. Faunee. J. G. Wenry. 


The records of the last meeting were read and 
accepted. 

Dr. Charles M. Green presented the following 
report of the Committee on Membership and 
Finance as regards membership, and it was ac- 
cepted and its recommendations adopted. 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE AS TO MEMBERSHIP. 

The Committee on Membership and Finance makes 
the following recommendations as to membership: 

1. That the following named Fellows be allowed 
to retire, under the provisions of Chapter I, Section 
5, of the by-laws: 

Jesse Howes Averill, of Campello, Brockton. 

Joseph Ward Battershall, of Attleborough. 

John Shanahan, of Peabody, with remission of dues 

to the amount of $10. 

—- Finley Smith, of Indian Orchard, Spring- 

eld, 

2. That the following named Fellows be allowed 
to resign, under the provisions of Chapter 1, Section 
7, of the by-laws: 

Francis Gilman Blake, of Minneapolis. 

Ilerbert Rutherford Brown, of Rochester, N. Y. 

with remission of dues to the amount of $5. 


William Sohier Bryant, of New York. 

Herbert Huskisson Cornforth, of Fitchburg. 

Henning Vitalis Hendricks, of Traverse City, Mich- 

igan. 

Nellie Louise Lawrence, of Louisville, Kentucky 

John Alfred Parsons Millet, of Buffalo, N. Y., wi 

remission of dues to the amount of $5. 

Isaiah Lovell Pickard, of Concord Junction, with 

remission of dues to the amount of $5. 

3. That the following named Fellows be allowed to 
change their district membership, without change of 
legal residence, under the provisions of Chapter III, 
Section 3, of the by-laws: 

Carleton Eugene Allard, from Suffolk to Norfolk, 

Louis Adalore Oliver Goddu, from Norfolk to Suf- 

folk, 

Robert Battey Greenough, from Norfolk to Suffolk. 


For the Committee on Membership and Finance, 
CHARLES M, Green, Chairman, 


The petition of W. J. Brickley to be restored 
to the privileges of fellowship was acted on 
favorably. As a Committee to consider the 
petition of J. T. L. Brennan for restoration to 
the privileges of fellowship, the Chair nomi- 
nated and the Council appointed: Leonard 
Huntress, J. B. O’Connor, J. P. McAdams; and 
for a similar petition from J. E. Clark: E. L. 
Young, Jr., J. D. Barney, E. R. Kelley. 

On nomination by the President the Council 
appointed the following delegates: 

To House of Delegates American Medical Associa- 
tion, for two years from June 1. 

Principals: J. B. Blake, H. G. Stetson, L. F. 

Woodward. 

Alternates: G, Osgood, L. A. Jones, J. F. Burnham, 

To Annual Meetings of state medical so- 
cieties : 

Maine: C. W. Harlow, D. C. Dennett. 

New Hampshire: I). N. Blakely, A. A. Taft. 

Connecticut: C, L. Seudder, E. A. Bates. 

Rhode Island: D. Harrower, J. H. Davenport. 


The Treasurer read his report for the year 
1917. Dr. Ray W. Greene read the report of the 
Auditor, including a letter of the certified pub- 
lie accountant. Voted, To accept the reports as 
read. 

Dr. Charles M. Green, for the Committee on 
Membership and Finance, presented a budget 
and two motions. He explained that the Society 
had no longer a balance in the treasury; that 
foreseeing that there might be a deficit, his 
Committee had recommended a year ago that 
ten thousand dollars of the balance be placed in 
the permanent fund, and that by the action of 
the Council, five thousand dollars of this had 
been so invested; that for the previous year the 
excess of expenditure over the budget had been 
about twenty-seven hundred dollars. He urged 
the Society to live within its income, and the 
Committee had submitted a budget which he 
thought would accomplish that purpose. He 
pointed out there were three alternatives as to 
the disposal of the balance of twenty-five hun- 
dred dollars in the treasury: that (a) it should 
remain in the treasury; (b) be a dividend to 
district societies, or (c) be used for the annual 
dinner. On motion by Dr. Bateman the budget 


"| was accepted by vote. 


| 
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Dr. Bateman submitted the Committee's mo- 
tion, No. 1, amended by adding the following 
words et the end, ‘‘if requested.’’ Motion: 
‘‘That members of the Massachusetts Medical 
Society in active military or naval service of 
the United States Government, or of its allies, 
be exempted from the payment of annual assess- 
ments during the present war.’’ The amend- 
ment was lost and the original motion was 
passed. 

The questions of having an annual dinner 
and of how the annual dues should be remitted 
were discussed by Dr. Ward, Dr. Jack, Dr. 
Worcester, Dr. Bateman, Dr. Stone, and Dr. 
Green. Dr. Bateman Moved, That the dues that 
have already been paid for the current year be 
returned on request. This motion appeared 
to be lost by a voice vote, but when the vote 
was doubted, it was carried by a standing vote 
of 34 in favor and 15 opposed. On motion by 
Dr. Ward, it was Voted, That $2500 be distrib- 
uted pro rata to the district societies as a divi- 
dend, as in previous years, the annual dinner 
being omitted in 1918. By a standing vote, 33 
were in favor and 19 opposed, and the motion 
was carried. 

Dr. Green presented motion No. 2: ‘‘That the 
several district societies be urged to take meas- 
ures to provide money wherewith to pay to the 
Massachusetts Medical Sociey the remitted dues 
of their members in active military or naval 
service, to the end that the activities of the So- 
ciety may not be seriously curtailed,’’ and it 
was passed unanimously. 

Dr. J. H. Young for the Committee of Ar- 
rangements said that his Committee had pre- 
pared a tentative program for the annual meet- 
ing, but that in view of the votes of the Council, 
just passed, he would not read it, but he would 
like to have the day of the meeting definitely 
determined. On motion by Dr. J. L. Morse it 
was voted that the meeting be held on June 18 
and 19. Dr. Mellus moved that the Committee 
of Arrangements be requested to arrange for a 
dinner to be paid for by those who attended it. 
and Dr. Stevens suggested that a postal ecard 
vote would show the number of Fellows who 
would attend such a dinner. The motion being 
put, was lost. 

On nomination by the President, Drs. E. H. 
Stevens of Cambridge and A. R. Crandell of 
Taunton were elected to fill vacancies in the 
Committee on State and National Legislation 
caused by the resignations of Drs. W. H. Robey 
and J. S. Stone. The President read obituaries 
of ex-President Silas Dean Presbrey and Coun- 
cilor John Quiney Adams. 

The President spoke of the work being done 
by the State Department of Health to protect 
the community from venereal diseases. He said 
that the Department now has a bill before the 
Legislature for the establishments of clinics in 
venereal diseases, and asking for an appropria- 
tion of $15,000. The Department now feels that 
it needs $10,000 more in order to establish prop- 


erly these clinics, and it would ble glad to have 
the support of the Massachusetts Medical So- 
ciety in furthering the bill before the Legisla- 
ture. The President asked for the privileges of 
the floor for Dr. C. Morton Smith, and they 
were so voted. Dr. Smith said that the attitude 
of the public and of the profession toward vene- 
real diseases had changed in recent times. At 
this time the profession should act in unison to 
favor a propaganda for the further abatement 
of venereal diseases. The State Department of 
Health has formulated a program of: (a) vene- 
real disease reporting; (b) extension of facil- 


ities for making diagnosis and early treatment; 


(c) repressive measures; (d) education of the 
laity, especially young adults, as to what they 
should know. He thought a committee could be 
formed to work with the State Department of 
Health in the furtherance of these objects, and 
he moved that a committee of five be appointed 
by the President to consider the question of the 
prevention and cure of venereal diseases, and it 
was so voted. The President appointed this 
committee: Drs. C. Morton Smith, Paul Thorn- 
dike, F. H. Baker, W. C. Quinby, and Nelson C. 
Haskell. 

Dr. A. K. Stone read the following report of 
progress of the Committee on Health Insurance, 
and asked for an appropriation of $100 for this 
Committee: 

The Committee on Health Insurance has at- 
tended hearings and has caused to be made 
stenographiec notes, many of which have been 
published in THe Boston Mepical, AND Swur- 
GICAL JOURNAL, showing the general temper of 
the hearings. The Massachusetts Commission 
on Social Insurance reported to the Legislature 
against social insurance and in favor of the ex- 
tension of health work in the State. The Com- 
mittee had hoped to be discharged, but House 
Bill 642 has been introduced and the Committee 
will have to remain active until the June meet- 
ing of the Society. All are notified that the 
hearing on this bill on Industrial Insurance will 
be held February 27, at 7 p.m. 

The report was accepted, and the request was 
referred to the Committee on Membership and 
Finance, which receives, under the By-Laws, all 
requests for extraordinary appropriations, 

Dr. Mongan presented the following preamble 
and resolution, and it was passed : 

‘‘Whereas, Recognizing the important role 
that food will play in winning the war for the 
Allies, and appreciating the greatness of the 
task which the Food Administration has 
assumed, 

‘* Be It Resolved, That we, the Council of the 
Massachusetts Medical Society, most urgently 
appeal to the members of our society to use 
every effort as a society and individually to 
bring home to the people of Massachusetts the 
grave necessity of conserving food.’’ 

Adjourned at 1.52 p.m. 

Watter L. Brrraae, 
Secretary. 
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TREASURER’S REPORT. 


STATEMENT SHOWING THE ASSETS AND LIABILITIES OF 
THE MASSACHUSETTS MEDICAL SOCIETY 
DeceMBeErR 31, 1917. 


Schedule A 
ASSETS. LIABILITIES. 
Cash Endowment Funds 
New England Trust Co. ..... $1,054.14 Shattuck Fund (G. C. Shat- 


Old Colony Trust Co. ....... 3,140.14 $4,194.28 tuck. 1854. Balance, 1866) .. $9,166.87 
Phillips Fund (Jonathan Phil- 


Shattuck Fund Cotting Fund (B. E. Cotting, 
Annuity Policy a Hosp. $1000, 1876, 1881, 1887.) .... 3,000.00 
Life Ins. Co. seeeeeeses 9,166.87 Emmons and Associates Fund 589.71 
Phillips .Fund Fund for Professorship of 
Mass. 344% Gold Bonds .. 10,000.00 Military Medicine .......... 300.00 $23,056.58 
Cotting Fund 
Deposit in Institution for Surplus 
Savings in Roxbury and Vi- Balance January 1, 1917 .... 23,204.58 
Cimity 1,000.00 Deficit for the year ‘ScheduleB 3,727.77 26,932.85 


Deposit in Provident Insti- 
— for Savings in the 
Boston .......... 1,000.00 
in Suffolk Savings 
Bank for Seamen and 
Others, Boston ....... 1,000.00 
Fund for Professorship of 
Military Medicine 
Liberty Bonds—Second Is- 


Annuity Policy of Mass. 

Hosp. Life Ins. Co. ....... 11,253.30 

Mass. 3%4% Gold Bonds .. 6,000.00 

Deposit in Franklin Savings 

Bank of the City of Boston 1,074.48 

Liberty Bonds—First Issue 


Total $49,988.93 Total $49,988.93 


STATEMENT SHOWING THE PROFIT AND LOSS ACCOUNT OF THE MASSACHUSETTS MEDICAL 
FOR THE YEAR ENDING DECEMBER 31, 1917. 


Schedule B 
CREDIT. 

Dues paid to District Treasurers 

295.00 

Middlesex East ............... 90s 340.00 

Middlesex South ............ 2,260.00 

Marth 430.00 $16,593.00 

687.00 


Income Shattuck Fund (Income not collected) 
Income Phillips Fund 

Massachusetts 3% Bonds ........ 350.00 
Income Cotting Fund 

Interest Institution for Savings in Roxbury and Vicinity (not col- 

lected ) 

Interest Provident Institution for Savings (not collected) 

Interest Suffolk Savings Bank (not collected) 


Carried forward ......... $18,449.00 


| 
| 
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Permanent Fund 
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$18,449.00 
Income Permanent Fund 
Annuity policy Mass. Hosp. Life Ins. Co. (not collected) 
Massachusetts 344% Bonds ................ $210.00 
Interest Franklin Savings Bank —_ collected ) 
Liberty Bonds 34% First Issue $06 88.47 298.47 
a or salary and expenses ety’s agent . 
Homeopathic Medical Society 
Donation for Workmen’s Compensation Committee .... 200.00 
Income from Deposit in Banks. 
New England Trust Co. ............ 60060000006666d000 171.20 
Old Colony Trust Co, .......... 131.31 302.51 
General Expense canes. 
President’s expense eee ee eee $115.76 
Secretary’s expense eee 445.70 
TreASUrer’S EXPENSE .... YT TT 150. 
Librarian’s expense . eee 64 
District Treasurer’s expense ee eeee 1,329.74 
Supervisors’ expense eeente 29.38 
Rent ee eee eevee eereee . 750.00 
Boston Medical and a Journal 
Guarantee . ee ee eee 9,479.25 
Editor’s salary eee eee eee eee eer 300.00 
Less rebate for the year 6.. 500. 9,279.25 
Committee expense 
Arrangements ee eee 2,900.53 
Membership and Finance eevee eee 4.95 
Ethics and Discipline eevee ee 5.64 
State and National Legislation ee eet eee 118.41 
Public Health ee 174.33 
Workmen’s Compensation 1,793.99 
Health Insurance ee eee 127. 5,125.57 
Annual Dividend to District Societies ..... occcccccccces 2,500. 
Defence of malpractice suits eee 1,107.65 
Cotting Fund 134 
Emmons and Associates Fund 
Salary and expense of Society’s agent ......--+-+++++. 1,373.21 $24,350.96 
ArtTuur K. Sronr, 
Treasurer 
AUDITOR’S REPORT. known cash receipts during the year have beex. proper- 
In the absence of my auditor colleague, Dr. Ayer, ly credited on the books. 
I have made an examination of the books of the Income from the Shattuck Fund, invested in an 
Treasurer of the Massachusetts Medical Society, with annuity policy in the Massachusetts Hospital Life 


the aid of a certified public accountant who reports 
as follows: 


Boston, February 1, 1918. 
Dr. R. W. Green 


e, 
Auditor, Massachusetts Medical Society, 
21 West St., Worcester, Mass. 
Dear sir 

In accordance with your instructions I have audited 
the books and accounts of the Massachusetts Medical 
Society for the year ending December 31, 1917, and 
enclose herewith 

Schedule A Statement Showing the Assets and 
Liabilities of the Massachusetts Medi- 
cal Society, December 31, 1917. 
Statement Showing the Profit and | 
Loss Account of the Massachusetts 


Schedule B 


Insurance Company, income from the Cotting Fund, 
deposited in the Institution for Savings in Roxbury 
and Vicinity and the Suffolk Savings Bank for Sea- 
men and Others, and income from the Permanent 
Fund, invested in an annuity policy in the Massachu- 
setts ‘Hospital Life Insurance Company, and deposited 
in the Franklin Savings Bank of the City of Boston, 
were not received until after January 1, 1918, and 
will be treated as income for the year 1918. 

I have not examined any of the securities belonging 
to the Society. 

Yours very truly, 
Horace C. HARTSHORN, 

Certified Public Accountant. 
On January 31st, 1918, I personally examined the 


Medical Society for the year ending securities belonging to the Society and found 
Decem 31 


disbursements have been 


The 
verified, and |e Feb. 6, 1918. 


all, as listed on the books of the Treasurer, in a safe 


Ray W.G 


them 
The cash on deposit in the banks he COIOL Ist CO. 
with the bank accounts and found to spect nitted, 
properly REENE, Auditor. 


278 


BOSTON MEDICAL AND SURGICAL JOURNAL 


| FEBRUARY 21, 1918 


BUDGET. 


The Committee on Membership and Finance sub- 
mits and recommends the adoption of the following 
budget for the fiscal year 191s: 


Income 

Estimate of the Treasurer 
Appropriations 

Salaries of officers: 


$18,745 


Libra rian sere 
Editor 


President 


Supervisors 
Delegates to meeting of A. M. A... 
Rent of accommodations at the Medi- 
Boston Medical and Surgical Journal 
(appropriated in October) 
Defense of malpractice suits 
Shattuck Lecture 
Standing Committees: 
Committee of Arrangements (an- 
Membership and Finance 
Ethics and Discipline 
Medical Edueation and Medical 
State and National Legislation ... 
Contingent expenses 


eee 


{to remain in treasury, or 
Balance { for dividend to District Societies or 
| for annual dinner 


The Committee recommends the passage of the 
following motions: 

1. That members of the Massachusetts Medical 
Society in active military or naval service of the 
United States Government, or of its Allies, be ex- 
empted from the payment of annual assessments dur- 
ing the present war. 

2. That the several District Societies be urged to 
take measures to provide money wherewith to pay 
the Massachusetts Medical Society the remitted dues 
of their members in active military or naval service, 
to the end that the activities of the Society may not 
be seriously curtafled 

For the Committee on Membership and Finance, 
M. Green, Chairman. 


Obituary. 


WILLIAM HENRY LATHROP, M.D. 


Dr. Henry Latnrop died at his 
home in Lowell, December 22, 1917. at the age 
of 77. He was a graduate of the University of 
Pennsvlvania medical department. in the elass 
of 1865. having served previously as acting as- 
sistant surgeon in the United States Army. He 


became editor of the Detroit Review of Medicine 
and Pharmacy the year of his graduation and 
held the position until 1873; then he served 
three years as physician to the Detroit Retreat 
for the Insane, moving to Lowell in 1876 and 
joining the Massachusetts Medical Society 
From 1892 to 1900, he was a member of the 
Lowell School Board. 


CHARLES DEXTER SAWIN, M.D. 


Dr. CuarRLeEs Sawin of Winter Hill, 
Somerville, died at the Relief Hospital, Boston, 
February 8, 1918. 

Dr. Sawin was born in Charlestown, June 10, 
1857, graduated S.B. from the Massachusetts 
Institute of Technology in 1878 and from the 
Harvard Medical School in 1883. Then he 
served as house officer at the Boston City Hospi- 
tal, becoming physician to the State Prison in 
1884, and serving there until 1891. He did 
much work in accident cases of a medico-legal 
character. In 1907 he moved to Somerville. In 
1885 he married Katherine F. Cole of Charles- 
town, who died two years later, and in 1893 he 
married Mabel A. Beattie, of Lancaster, N. H. 

He was a Fellow of the Massachusetts Medical 
Society, and a member of the Boston Medical 
Library. 


HORATIO FRANKLIN COPELAND, M.D. 


Dr. Horatio FRANKLIN COPELAND, a retired 
Fellow of the Massachusetts Medical Society, 


500 | died at his home in Whitman February 8, 1918, 


of cerebral hemorrhage. 

He was born in Easton, November 15, 1842, 
and graduated from Harvard Medical School in 
1865, serving then as U. S. Assistant Surgeon at 
the smallpox hospital at Bermuda Hundred. 
He joined the Massachusetts Medical Society in 
1878 and settled in general practice at Whit- 
man. He was a member of the American Med- 
ical Association, 


RECENT DEATHS. 


Dr. W. B. Buett of San Francisco was shot and 
killed in his office by Felice Prato, former sergeant in 
the Italian Army. Dr. Buell was chief surgeon of the 
Union Iron Works Hospital. No motive is known 
for the crime. , 


Dr. Carrot, G. VERRETT, formerly of Boston, died 
recently at his home in Norfolk, Va. Dr. Verrett’s 
son, Dr. William Verrett, died in France last June 
while serving with the Harvard Medical Unit. Dr. 
Verrett is survived by his widow, four daughters and 
five sons. 


CHARLES SEYMouR Braptey, M.D., died suddenly of 
heart disease, January 10, 1918, at his home, 71 Wal- 
nut Ave.. Roxbury. He was born in Newtown. Conn., 
October 6, 1853. receiving his degree of M.D. from 
the University of New York in 1873. He settled first 
in Westhoro, Mass., where he practised for 18 years, 
joining the Massachusetts Medical Society in 1888. 
Tle was married in 1878 and is survived by his widow. 
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